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ABSTRACT
SITUATING THE HUMANISTIC PARADIGM IN CLINICAL DENTAL HYGIENE:
EMPATHIC UNDERSTANDING, THOUGHTFULNESS AND TACT,
AND PEDAGOGICAL INFLUENCE

Mary B. Jacobs, Ed.D.
Department of Counseling, Adult and Higher Education
Northern Illinois University, 2016
Jorge Jeria and Gene L. Roth, Co-Directors
Humanistic teaching endeavors are gaining a renewed focus in dental education as a
result of the sustained number of oral health disparities in the United States. The accrediting
body for dental education calls for institutions to provide a humanistic environment characterized
by respect, tolerance, understanding, and concern for others: one fostered by mentoring,
advising, and small group interaction. The voices of dental educators are absent from the
literature on humanistic pedagogy; therefore, dental educators are unable to share or access
teaching knowledge regarding what humanistic pedagogy looks like.
The central research question of this study is, “In what ways do clinical dental hygiene
instructors situate the humanistic paradigm?” The research was guided through the qualitative
method of interpretive description. Two semi-structured interviews of 12 clinical dental hygiene
instructors from community colleges in the Midwest were conducted. Data were analyzed using
the constant comparative method. Results of the study provide the reader a greater understanding
of teaching in a human way through the constructs of empathic understanding, thoughtfulness
and tact, and pedagogical influence.
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CHAPTER 1
INTRODUCTION
In this research study, I explored humanistic pedagogy in clinical dental hygiene
education through the perceptions of dental hygiene instructors. The importance of this research
is situated in the broader context of dental education and is driven by a trend to examine the
current training of dental professionals to better serve the health demands of a diverse society.
The first chapter provides an introduction to the study by presenting the background, problem
statement, professional significance, purpose statement, research questions, and methodology
overview.
Background of the Study
Oral Health Disparities
Disparities in oral healthcare remain a significant concern in the twenty-first century,
provoking questions as to the way medical and dental students are prepared for their professional
roles in society (Hendricson & Cohen, 2001). The most vulnerable population groups in the
United States—children, the elderly, low-income individuals, the disabled, medically
compromised, homeless, and racial minorities—have little access to care and remain underserved
in the world’s wealthiest country (Haden et al., 2003).
Academic dental institutions are responsible for the profession’s service to society, as
they educate and train future dentists and dental hygienists (Haden et al., 2006). The World
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Health Organization found that education is intricately entwined with the country’s health
system. Haden et al. (2003) asserted that “Academic institutions are the fundamental
underpinning of the nation’s oral health” (p. 563). Hendricson and Cohen (2001) suggested when
questions arise about the delivery of service, queries about the training of healthcare providers
often follow. As academic dental institutions seek to change the current status of oral health
disparities, attention to the individual as a future practitioner, as well as the content of training, is
called for (Albino, Inglehart, Habil, & Tedesco, 2012).
Humanistic Paradigm of Healthcare Education
The past decade has been marked by a trend in healthcare education to move from a
behavioral form of teaching and learning toward an educational process grounded in humanism
(Gillespie, 2005). A stark contrast exists between a behaviorist’s point of view and that of
humanistic thought. General differences between the two reveal that behaviorists are: scientific
versus intuitive; concerned with external behavior in contrast to internal emotions; focused on
behavior change versus insight into problems; and intent on manipulating behavior (which is
opposite of creating sensitivity to unique attributes of an individual) (Elias & Merriam, 2005).
Humanistic endeavors revolve around the notion that the goal of education is to develop
learners as whole people. Patterson (1973) addressed two components of humanistic education:
teaching subject material in a human way, and teaching so students learn to understand
themselves and others. Humanistic educators believe understanding another’s behavior must be
accompanied by empathy (Yorks & Sharoff, 2001). Elias and Merriam (2005) explained that
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students are the center of the process in humanistic educational settings—a process in which
teachers are facilitators and learning occurs through discovery.
Cohen (2007) defined humanism within the context of medical education in the following
way: “Humanism is the passion that animates authentic professionalism. Humanism is a way of
being. It comprises a set of deep-seated personal convictions about one’s obligations to others,
especially others in need” (p. 1031). Cohen (2007) recognized a lack of empirical data to support
the role of humanities in medical education, but noted the benefits of incorporating
“nonscientific” material as a way to foster students’ humanistic qualities (p. 1031). He further
suggested that engaging in the humanities can open the emotional component of the clinical
encounter, showing students “what it means to be, and not just act like, a humanistic
professional” (p. 1031).
The philosophy of the humanistic paradigm is situated in the constructs of caring,
learning, participation, and reflection (Paterson, 1994). Stemming from this philosophy is a
renewed focus on the interaction between teacher and student in the learning environment. In
their seminal work on the humanistic approach to teaching in nursing education, Bevis and
Watson (1989) situated the student at the center of education when they named the interaction
between student and teacher as the caring curriculum. As a caring profession, the educational
relationship between student and instructor is thought to mirror the “therapeutic alliance” that
exists between patient and professional (Gerzina, McLean, & Fairley, 2005, p. 1377).
Pedagogical Thoughtfulness and Tact
Hall (1905) said of pedagogy, “it is a general designation for the art of teaching” (p. 375).
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The term pedagogy has its root meaning in the Greek word pedagogue. The Greek pedagogue
would lead the boy to and from school, acting as a “keeper” rather than teacher (Hall, 1905, p.
375). In a pedagogical sense the act of leading is where the teacher watches over and cares for
the student. With this in mind, Hall (1905) asked us to picture a leader walking behind the one
who is being led. Adult educators recognize pedagogy as a relevant approach in contexts where
the learner is dependent, having no prior experiences. Here, the role of the teacher is to move the
learner away from the reliance of pedagogy toward independence and self-direction (Ozuah,
2005).
Van Manen (1991) believed “Pedagogy is a fascination with the growth of the other” (p.
13). He further posited that pedagogical influence includes “something that is communicated
among people who are present to each other” versus a cause-and-effect happening (van Manen,
1991, p. 16). Influence is viewed as something that flows or radiates from engaging with another;
whether older to younger or experienced to inexperienced. In this light the significance,
consequences, or effects of one’s influence on another are unpredictable. Pedagogy can be
framed within the reflective aspects and the practical moments of teaching. The notion of
pedagogy calls upon the teacher to act and afterwards it calls upon the teacher to reflect upon the
action (van Manen, 1991).
Tact is a form of human interaction which implies the ability to be sensitive to the unique
nature of a situation (van Manen, 1991). It comes from the Latin word tactus, meaning “touch,
effect.” Tactful means “fully in touch,” having the notion of being able to have an effect (van
Manen, 2008, p. 126). In the professional setting the concept of pedagogical tact is based on the
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assumption that teachers are thoughtful in their interactions with students. Rogers (1980) alludes
to this approach by suggesting that teachers be fully “present” in setting conditions for
“intellectual, affective, gut-level learning” (p. 269).
Tact is a form of practical knowledge that becomes real in the act of teaching. Van
Manen (2008 p. 16) wrote, “Tact is in its very practice a kind of knowing, an active confidence”
based on the premise that a teacher can guide students into more significant learning experiences
by blending their expertise with thoughtful practice. A key aspect of pedagogical tact is the
“pedagogical moment” that defines the encounter between teacher and student (van Manen,
1991, p. 40). Cangelosi (2004) stated, “A fulfilled pedagogical moment provides mindful and
meaningful action between teacher and student” (p. 168). The tact of teaching can be viewed as a
method for closing the gap between theory and practice often found in healthcare education.
Background of Dental Hygiene Education
The phenomenon of interest will be explored in the community college dental hygiene
setting. In 2013, 332 U.S. dental hygiene programs were accredited by the Commission on
Dental Accreditation (CODA). The majority of dental hygiene programs grant an associate’s
degree, although some offer a certificate, bachelor’s, or master’s degree. Dental hygiene students
must pass a written national board exam and regional clinical examination for licensure. Of the
associate’s degree-granting institutions, over half of them are community colleges (ADHA,
2014).
The community college student is characteristically different than traditional college
students attending four-year institutions. Community college students are more likely to be older,
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female, Black or Hispanic, and from low-income families (Horn, Nevill, & Griffith, 2006). The
American Association of Community Colleges (AACC) reported in 2015 that the average age of
students attending their institutions was 28 years old, with 49% being between the ages of 22-39
and 14% being 40 years of age or older. Students attending community colleges are more likely
to be first-generation students entering college later than students from four-year institutions.
Demographics of dental hygiene students vary from the general community college population.
The most recent American Dental Hygienists Association (ADHA) survey of allied dental
educators reported a student body of 95.8% female, 4.2% male, and 72.5% non-Hispanic White,
with almost 47% being the age of 23 or under and over 30% being between the ages of 24-29
(ADHA, 2014).
The majority of faculty members in dental hygiene programs hold part-time positions,
with 87% of them being White females, a third being between the ages of 50-59, and a quarter of
them being between the ages of 40-49 (ADHA, 2014). Accreditation standards for dental
hygiene education programs stipulate that full-time faculty hold a baccalaureate or higher degree
and part-time faculty who teach in the classroom have at least a baccalaureate degree or be
currently enrolled in a baccalaureate degree program. Instructors who supervise students’ clinical
procedures are required to comply with the state dental hygiene practice act with no requirement
of advanced degrees; however, all teaching staff must have a documented background in current
educational methodology (CODA, 2013).
The average class size ranges from 24-36 students with a required instructor-to-student
ratio of 1:5 for clinical courses (ADHA, 2014; CODA, 2013). Accredited dental hygiene
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programs require 2,932 of clock hours of curriculum which includes 659 hours of supervised
clinical dental hygiene instruction (ADHA, 2014). A vast amount of instruction takes place in a
natural clinical setting–the type of setting which served as the contextual basis for this study.
Context: The Clinical Environment
The way in which a student experiences learning in the clinical setting is distinctly
different than that of the typical classroom experience (Schönwetter, Lavigne, Mazurat, &
Nazarko, 2006). In the classroom setting, students are exposed to principles and theory, whereas
in the clinic environment students learn to apply concepts directly to patient care under the
oversight of professional dental hygienists. Yorks and Sharoff (2001) suggested experiential
knowing is represented by the intuitive understanding a clinician brings to practice. Individual
learning events in the clinical setting are unique and cannot be repeated (Windsor, 1987).
Foundational to experiential learning is personal connection, whereby cognitive and affective
aspects of a person are involved in the learning event (Elias & Merriam, 2005). Because
teaching, mentoring, and patient treatment co-exist in the dental curriculum, interactions with
faculty present critical elements to be addressed in the educational environment (Divaris et al.,
2008).
The instructor assumes the professional role of his or her discipline when teaching in the
clinical setting. In providing patient treatment, clinical instructors and dental hygiene students
interact on a one-on-one basis, and this relationship is perceived to be one of the key elements in
student learning (Fugill, 2005). The clinical teacher must address both student learning goals and
treatment needs of the patient. Van Manen (1991) wrote that “a teacher in close contact with
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students implies that the teacher’s actions are governed by tactful sensitivity” (p. 127). Herrmann
(1997) suggested clinical instruction is where theory can be transformed into the art of providing
quality care. The clinical teacher acts as a role model during the exchange between student,
patient, and instructor as it occurs within the natural professional setting. Modeling professional
characteristics is one of the distinct components of clinical teaching (Irby, 1978).
Rodriguez (2013) believed, “While teaching is an interaction between teacher and
learner, the act of teaching itself is filtered through the teacher’s lens, therefore we must
understand the personal context of the teacher and how it interacts with the student” (p. 4).
Private practice professionals bring a wealth of real-world knowledge, skills, and work attitudes
to the clinical learning environment. Experienced clinicians possess psychomotor skills and
patient management skills that have become a part of their unconscious self (Wallace & Infante,
2008). Furthermore, scholars in the field of medicine characterize clinical teachers not only as
practitioners and instructors, but also as human beings who have the opportunity to share with
their students unique ways in which to carry out the human aspects of care (Wallace & Infante,
2008). Sutkin, Wagner, Harris, and Schiffer (2008) wrote, “Excellent clinical teaching, although
multifactorial, transcends ordinary teaching and is characterized by inspiring, supporting,
actively involving, and communicating with students” (p. 452).
In the traditional sense, instruction in dental education focuses on the ability of students
to memorize facts and demonstrate technical skills (Haden et al., 2006). The profession of
dentistry is characterized as both a form of art and science. However, in many academic
institutions only the science of dentistry is emphasized (Whipp, 2000). In moving toward the art
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of dentistry, Whipp (2000) believed that educators must consider going beyond rudimentary skill
mastery to practical forms of knowledge including developing attitudes, values, communication,
ethical, and autonomous learning skills necessary to provide best practices in patient care.
Snyder, Hekelman, and Carter (1998) believed that congruent relationships between students and
instructors are vital in maximizing learning experiences in clinical settings.
Problem Statement
Contemporary dental educators are called on to reform instruction to reflect a more
humanistic approach. This call is deemed as a way to prepare future practitioners to be better
equipped to meet the demands of a changing society (Haden et al., 2006). The Commission on
Dental Accreditation (CODA, 2013) required academic dental institutions to provide a
humanistic environment whereby “a humanistic pedagogy inculcates respect, tolerance,
understanding, and concern for others and is fostered by mentoring, advising and small group
interaction” (p. 10). Absent from the literature are the voices of dental educators surrounding the
phenomenon of humanistic pedagogy. This absence hinders practicing dental educators from
accessing teaching knowledge that is specific to humanistic pedagogy.
Significance of the Study
The American Dental Education Association’s (ADEA) Commission on Change and
Innovation (CCI) in dental education suggested several principles for consideration in shaping
the dental education environment, one of them being the creation of a humanistic learning
atmosphere where students have the liberty to discover and learn without intimidation (Haden et
al., 2006). Roth (2007) suggested a critical review of the culture and environment of dental
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education in that a humanistic environment should promote learning as a positive growth
experience. Albino et al. (2012) stated, “Research has found that dental education has a clear and
abiding influence on future providers’ professional attitudes and behaviors related to providing
care for patients from diverse populations” (p. 76). Schönwetter et al. (2006), in their study of
dental and dental hygiene students, helped to establish the value and benefit of teaching
professionals who demonstrate humanistic qualities in their teaching, believing that such
attributes will be reflected in the future care of their patients.
In a review of milestones for the Journal of Dental Education, DePaola (2012) articulated
the future possibilities of a better future in dental education. One piece of his work includes the
question, “Does the dental education system result in a humanistic learning environment?” (p.
23). The importance of this question can be found in the belief that a humanistic environment
provides the necessary framework for the development of interpersonal skills involved in patient
care and for making lasting contributions to the profession (Rossomondo, 2005).
Accreditation standards for dental hygiene programs include student competencies
toward provision of comprehensive patient care. These standards represent the following intent:
The dental hygienist functions as a member of the dental team and plays a significant role
in the delivery of comprehensive patient health care. The dental hygiene process of care
is an integral component of total patient care and preventive strategies. The dental
hygiene process of care is recognized as part of the overall treatment plan developed by
the dentist for complete dental care. (CODA, 2013, p. 23)
The most current accreditation standards reflect a trend toward a careful examination of how
students are taught the process of care versus simply viewing patient treatment as a product. The
process of care not only includes gathering patient data, but requires students to critically think
as they establish realistic goals and treatment strategies. In addition, the provision of treatment is
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considered to be patient centered whereby evidenced-based decision making and care is the goal
(CODA, 2013). Gerzina et al. (2005) believed, “How learning and teaching best occur in this
[clinical] environment for the preparation of dental students to advance to independently provide
patient clinical care is an important central business of dental educators and clinical supervisors
alike” (p. 1377).
Purpose Statement and Research Questions
The purpose of this study is to explore humanistic pedagogy in clinical dental hygiene
education through the perceptions of instructors, the central question being, “In what ways do
dental hygiene instructors situate the humanistic paradigm in the clinical setting?” The following
supporting research questions guided the study:
1) In what ways are instructors’ experiences as students, dental hygiene professionals,
and educators reflected in their views of humanistic pedagogy?
2) In what ways do instructors describe and characterize their role as dental hygiene
instructors?
3) In what ways are thoughtfulness and tact constructed by instructors?
4) In what ways do instructors describe the way in which they teach?
5) In what ways do instructors describe the essence of teaching in a human way?
Overview of Methodology
The phenomenon of interest revolved around humanistic pedagogy in clinical dental
hygiene. The research was guided through the qualitative method of interpretive description
developed by Thorne, Kirkham and MacDonald-Emes (1997). Two semi-structured interviews of
12 clinical dental hygiene instructors from community colleges in the Midwest were conducted
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using a modification of the three-interview series presented by Seidman (2013). From the
viewpoint that data analysis is a “continuously developing process,” data collection and analysis
occurred simultaneously (Lincoln & Guba, 1985, p. 340). Participants included both full-time
and adjunct instructors from four different community colleges in the Midwest with teaching
experience ranging from 1 to 32 years. The data were analyzed through the constant comparative
method as developed by Glaser and Strauss (1967). The researcher recorded journal field notes
and personal reflections throughout the process of data collection.
Chapter 2 presents a review of the literature. Chapter 3 addresses specific details of the
methodology including the rationale, as well as researcher positionality and delimitations.
Chapter 4 presents a thematic summary and conceptual framework representing the ways in
which participant clinical dental hygiene instructors situated the humanistic paradigm. Chapter 5
places the findings of this study within the context of existing literature about humanistic
pedagogy.
Summary
One can best understand humanistic pedagogy by contrasting it with behaviorist teaching
and learning theories. Teaching from a humanistic approach communicates value for the learner
as a whole person (Patterson, 1973). Crafting a humanistic learning environment is a current
trend in healthcare education as institutions seek to influence future practitioners’ attitudes,
behaviors, and values toward the underserved (Albino et al., 2012). Instructors are highly
influential during their interaction with students and patients in the clinical setting (Fugill, 2005).
The research questions of this study focused on how community college dental hygiene
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instructors situate the humanistic paradigm. The use of the word paradigm signifies an
exploration into a group of ideas on how humanistic teaching should be construed or practiced.

CHAPTER 2
REVIEW OF THE LITERATURE
The literature review evolved over time, and its evolution was eventually influenced by
twists and turns of the data analysis of this study. I began with reviewing the literature under the
general topic of student and teacher interaction in in the clinical setting. This initial literature
review helped me to better understand the parameters for my study and it verified an important
niche in the literature that my study could address. As my study progressed and the qualitative
data were analyzed, three additional topics surfacing from the data were chosen to be reviewed in
the literature review: teaching the human dimensions of care, self-assessment in dental hygiene
education, and the emotional dimensions of learning.
The literature review of this chapter is organized into three parts. The first part explores
qualitative research pertaining to instruction in the clinical setting, including: desired attributes
of clinical instructors, teaching the human dimensions of care, the emotional dimensions of
learning, and self-assessment in dental hygiene education.
Part Two presents the theoretical underpinnings of experiential learning and situated
cognition, as well as Schon’s work related to the reflective practitioner. Part Three provides the
reader with the theoretical perspective of symbolic interactionism (SI) as the primary framework
guiding the study. A conceptual map is provided in this section.
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Part One: Teaching in the Clinical Setting
Chou, Tang, Teng, and Yen (2003) examined faculty perceptions of humanistic teaching
in nursing baccalaureate programs. Their findings revealed five central components of
humanistic teaching: availability, caring, authenticity, empowerment, and a transformative
curriculum. An exploration on the subject of clinical instruction revealed an interest from the
students’ perspectives on what they favor in a clinical instructor. Research conducted by Fugill
(2005) included an examination of undergraduate dental students’ perceptions of positive student
and teacher behaviors effecting their learning in the clinical environment. Desirable
characteristics of the clinical teacher included: professional competence, approachable
personality, punctuality, availability, consistency, practicality, understanding the limits of student
knowledge, and respect for the student-patient relationship (Fugill, 2005).
Schönwetter et al. (2006) conducted a similar study within the realm of dental and dental
hygiene education. Seven categories of effective teaching qualities were identified by students:
individual rapport, organization, enthusiasm, learning, group interaction, exams and assignments,
and breadth (Schönwetter et al., 2006). Approximately one third of the comments included a
description of individual rapport. Organization was next in line, with 150 students commenting
on organization as an important teaching quality. Dental students favored enthusiasm over the
category of learning valued by dental hygiene students. Learning was further broken down into
subthemes of “knowledgeable, experienced, insightful, skilled and teaches rather than just
correcting mistakes” (Schönwetter et al., 2006, p. 630).
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Jahangiri, McAndrew, Muzaffar, and Mucciolo (2013) administered a two-question,
open-ended survey asking dental school participants what qualities they liked most about and
least in a clinical teacher. Three themes emerged from the data: character, competence, and
communication. Non-cognitive attributes encompassed the majority of the student comments.
This particular study highlights the importance of student perceptions of what is valuable in
clinical learning.
Gerzina et al. (2005) explored the perceptions of dental students and instructors regarding
perceptions of good practices in clinical teaching. The data showed an overall alignment of
views held by students and instructors concerning the teacher/student relationship, the
application of educational theory in dental clinical teaching, and skills important for dental
clinical practice. The researchers proposed that this level of alignment demonstrates the “very
close and cohesive relationship between clinical teachers and students” (Gerzina et al., 2005, p.
1381).
Chiang (2005) suggested through their findings that nursing teachers’ attitudes toward
students, rather than their professional abilities, are the critical difference between effective and
ineffective teachers. In their research testing student ratings against instructors’ perceptions of
what effective clinical instruction looks like, Chambers, Geissberger, and Leknius (2004) found
dental faculty members who emphasized expertise as vital to being a good instructor received
significantly lower ratings for teacher effectiveness from students than did other faculty
members. Faculty members who perceived their roles as motivating students, explaining difficult
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concepts, displaying interest in the subject, showing compassion and caring, and being proactive
were more apt to receive higher ratings for teaching effectiveness from students.
Victoroff and Hogan (2006) also explored characteristics of effective learning
experiences of dental students by asking them to describe an effective learning incident along
with one that was ineffective. Their analysis revealed the following themes regarding effective
clinical instruction: (a) instructor characteristics (for example, interactive style and personal
qualities); (2) characteristics of the learning process (for example, modeling and high quality
feedback); and (3) the learning environment, including technology and the culture of the learning
environment.
Studies surrounding the concept of making mistakes in the clinical setting surfaced from
the perspective of the student. In an examination of nursing students’ diary entries Löfmark and
Wikblad (2001) found, “When students feel safe, this gives them confidence to uncover their
experience of weaknesses” (p. 49). Similarly, Anderson, Rich, and Seymour (2011) found that
for dental students the fear of making mistakes created an obstacle for learning.
Teaching Students to be Caring
Of particular interest in the health sciences is how to teach students to be caring
professionals. The concept of caring remains a significant component in health education, as
caring on the part of the student is thought to be critical in him or her becoming an effective
caregiver (Branch et al., 2001; Sorrell & Redmond, 1997). The notion of teaching students to be
caring surfaced in this study, and a review of the literature discovered studies in nursing and
medical education but nothing significant to mention in dental education.
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Watson and Smith (2002) suggested that caring is rooted in the human values of respect,
kindness, concern, and love for oneself and others. Hanson and Smith’s (1996)
phenomenological study explored the essence of what the act of caring on the part of the faculty
means to the nursing student. Students were asked to talk about a caring interaction with a
faculty member and a not-so-caring interaction with a faculty member. In the analysis, themes
were developed into three categories: recognition, connection, and confirmation. Recognition
involved behaviors from the instructor such as “attending, initiating, or responding” to a student
(p. 109). Connection revolved around themes of personal connection and empathy toward the
student. Confirmation was categorized by themes of affirmation, encouragement, and motivation.
Hanson and Smith (1996) noted, “For the student, the result of this caring connection is a feeling
of comfort, confidence, competence, and motivation to keep on, to strive more, and to study
harder” (p. 108).
Gillespie (1997) found that the connection between student and teacher has a positive
influence on students’ clinical learning experiences (in nursing) and their socialization as
professionals. The purpose of Gillespie’s (1997) study was to explore and describe
undergraduate nursing students’ experiences of the student-teacher connection and the influence
of the student-teacher connection on the students’ clinical learning experiences. Examination of
the data revealed four themes that provide a description of the students’ experience of the
student-teacher connection: nature, formation, process, and outcomes of connection. Gillespie
(1997) noted that connection arises from the qualities of caring, knowing, trusting, respecting,
and mutuality that are natural elements of a connected student-teacher relationship. The data also
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showed that the student-teacher connection is a positive influence on students’ clinical learning
experiences and their socialization as professionals.
In their study exploring the meaning of being professional, Secrest, Norwood, and
Keatley (2003) found that baccalaureate nursing students situated professionalism in a world of
self and others. Belonging, knowing, and affirmation were three interconnected themes that
emerged from their study. Belonging included an experience of “reciprocal connections” with
professionals, whereas knowing was characterized by the ability to perform skills, and
affirmation was when students looked to the world of nursing in the exploration of knowing
themselves better (Secrest et al., 2003, p. 8).
Sorrell and Redmond (1997) sought to describe the lived experiences of undergraduate
nursing students with respect to their perceptions of caring experiences in their nursing
programs. Themes related to caring experiences included “caring as offering,” “leaps ahead
caring,” and “creating a caring place.” A recurrent pattern of the power inherent in teaching was
identified across student narratives, suggesting the need to study how teachers can use the tact of
teaching to empower students (Sorrell & Redmond, 1997).
The work of Branch et al. (2001) centered on how practitioners approach teaching the
human dimensions of care in the medical setting. They suggested utilizing patient interaction as a
method of transforming ordinary clinical events into memorable learning moments. Significant
learning events are those that are “laden with emotion, are thought provoking, provide solutions
to dilemmas or difficult problems, or lead to a sense of accomplishment” (Branch et al., 2001, p.
1070). Findings from the work of Branch et al. (2001) situated the human dimensions of care
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into the following components: social amenities, verbal and non-verbal communication skills,
observational skills, humanistic care, and self-awareness.
Branch et al. (2001) noted that a significant learning event is one that makes a shift
toward the “hidden curriculum,” being the informal curriculum innate in medical education. The
hidden curriculum represents intangible components that educators teach, without necessarily
being aware of these components. Giroux (1983) offered the premise that all curricula reflect a
unique view of the social order and therefore are not neutral. The hidden curriculum produces
social meanings and cultural values that have the potential to shape students’ places in society
(Skelton, 1997). It interacts with the variables of race, class, gender, social status, and power.
Giroux (1983) suggested that a failure to examine assumptions as to the way in which curricular
material is intermediated between students, teachers, and societies has the potential to inhibit
students in creating their own meanings.
However, Branch et al. (2001) suggested that the hidden curriculum may be used in a
positive way to influence student values, attitudes, and behaviors toward becoming a caring
professional. Allan, Smith, and O’Driscoll (2011) believed that the hidden curriculum in health
education is where students are socialized into behaviors of practice through mentoring of
experienced professionals. These experienced professionals may intentionally or unintentionally
be perpetuating existing power structures and the status quo within dental hygiene work systems
and dental hygiene educational programs.
The Emotional Dimension of Learning
Illeris (2003) suggested that the fundamental process of learning includes an “integrated
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interplay between two equal psychological functions,” which are cognition and emotion (p. 398).
The emotional dimension includes mental energy, feelings, and motivation for learning (Illeris,
2003). A summative review of the literature relevant to healthcare education and the interaction
between emotion and how knowledge is transferred is provided in this section.
Events that are highly emotional tend to be the most memorable (Adolphs, Cahill, Schul,
& Babinsky, 1997). The act of remembering significant information is enhanced by emotional
arousal (Winograd & Neisser, 2006). One possible explanation is that a person who has
experienced an emotional reaction is more likely to mentally rehearse the event (Ferree & Cahill,
2009). Individuals have more emotional responses when learning new activities versus those that
are familiar (Baumeister, Vohs, DeWall, & Zhang, 2007).
Negative events are instinctively remembered more frequently than positive events
(Bywaters, Andrade, & Turpin, 2004). This instinct can be good and bad. On one hand, the
repetitive recollection of negative emotional experiences may reduce one’s satisfaction and
ability to empathize; on the other hand, negative emotions promote counterfactual thinking
thought to facilitate reflection vital to the learning process (Baumeister et al., 2007; McConnell
& Eva, 2012).
Positive moods enable individuals to have a broader interpretation of situations, whereas
those in a negative mood are more apt to focus on the finer details (Gasper & Clore, 2002; Rowe,
Hirsh, & Anderson, 2007; Storbeck & Clore, 2005). Individuals experiencing positive emotions
are more likely to demonstrate the ability to be flexible with their cognitive mindset, thereby
increasing the number of possible solutions that come to mind (Gasper, 2003). Other research
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showed negative emotions shrink the number of solutions that come to mind (Bolte & Goschke,
2010). McConnell & Eva (2012) suggested that health educators fostering positive emotional
environments help their students to develop a more flexible style of problem solving.
Feedback on student performance is central to clinical instruction. Research suggests that
both positive feedback about successes and negative feedback about failures affect motivation
and performance (Hattie & Timperley, 2007; Kluger & DiNisi, 1998). A person’s state of mind
plays a role in the emotional response to feedback, contributing to whether or not the individual
is motivated to act on the feedback (Hattie & Timperley, 2007; Kluger & DiNisi, 1998). Higgins
(1997) proposed two “states of mind” as explained in his Self-Regulatory Focus Theory: the
promotion system and the prevention system. The promotion system orientates the individual
toward advancement, rewards, and accomplishments. On the other hand, the prevention system
orientates the individual toward security, punishment, and an avoidance of negative outcomes
(McConnell & Eva, 2012).
Higgins (1997) suggested that under the promotion system positive feedback creates
feelings that are high in emotional stimulation, whereas negative feedback creates feelings that
are low in arousal. For those operating from the prevention system, positive feedback is
connected to feelings that are low in arousal such as relaxation, whereas negative feedback
created negative feelings high in arousal such as agitation. McConnell & Eva (2012) concluded
that both positive and negative emotions are important components to knowledge transfer and
learning.
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Research conducted by Pekrun, Goetz, Titz, and Perry (2002) found that a student’s
emotional capacity related significantly to learning and self-regulation. Academic emotional
capabilities are, to a certain degree, inherent to the personality of the student and the particular
instructional environment (Pekrun et al., 2002). A study by Victoroff and Boyatzis (2013)
examined the role of emotional intelligence (EI) and dental student clinical performance. Their
research was informed by the seminal work of Goleman (2006), who suggested EI as a skill that
can be taught and nurtured. Goleman (2006) described EI as having the capacity to recognize our
personal feelings and those of others. He also situates the concept of EI into how we motivate
ourselves and manage emotions for ourselves, as well as in relationships. Victoroff and Boyatzis
(2013) suggested that behaviors representative of exemplary healthcare professionals may be
attributed to one’s innate abilities associated with EI.
Self-Assessment in Dental Hygiene Education
Accreditation standards for dental hygiene programs include a mandate to incorporate
self-assessment in the curriculum. Standard 2-21 reads: “Graduates must be competent in the
application of self-assessment skills to prepare them for life-long learning. Dental hygienists
should possess self-assessment skills as a foundation for maintaining competency and quality
assurance” (CODA, 2013, p. 27). Participants in the current study expressed a strong viewpoint
that self-assessment was the mark of a true professional. In this light, an examination of the
literature was reviewed regarding the skill of self-assessment.
Through a systematic review of eleven studies, Gordon (1992) underscored the influence
of health educators in helping future professionals develop positive attitudes toward the practice
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of self-assessment. DeVore et al. (2000) stated, “As direct providers of care, dental hygienists are
accountable for assessing their professional knowledge, skills, and attitudes, as these variables
may directly and indirectly affect the dental hygiene care they provide” (p. 271). Teaching
students how to effectively self-assess promotes an association between clinical performance and
self-assessment skills (Hauser & Bowen, 2009).
While examining dental hygiene students’ perceptions and experiences with selfassessment, Mould, Bray, and Gadbury-Amyot (2011) found that students felt unprepared. They
also discovered “A lack of ownership on the part of students, or a general attitude of not wanting
to accept responsibility for their education, but rather acquiesce to the feedback and assessment
of faculty” (p. 12). Their study concluded that a program orientation to self-assessment may
prove beneficial. Similarly, Jackson and Murff (2011) found when they introduced an
educational module on the components of self-assessment to dental hygiene students, their
perceptions and skills were enhanced. Providing students with the purpose, specific criteria, and
clear standards for self-assessment are crucial in learning the skill of self-assessment (DeVore et
al., 2000; Gadbury-Amyot, 2016; Hauser & Bowen, 2009).
In their theory-based literature review on the topic of self-assessment, Eva and Regehr
(2005) challenged educators to think of self-assessment in terms of a process that includes
feedback from external forces. Their perspective comes from the belief that self-assessment is a
difficult skill to master because of human nature’s desire to protect one’s self-concept. Strategies
for self-assessment must be guided by valid and reliable external feedback. Eva and Regehr
(2005) offered this viewpoint:
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Safe practice in a health professional’s day-to-day performance requires an awareness of
when one lacks the specific knowledge or skill to make a good decision regarding a
particular patient. This decision making in context is importantly different from being
able to accurately rate one’s own strengths and weaknesses in an acontextual manner.
(p. 552)
Gadbury-Amyot (2016) provided insights related to this concept: “If we think in terms of selfassessment serving as a form of quality assurance, then we can make the connection that health
care providers unable to accurately self-assess could be at risk of providing less than optimal
care for their patients” (p. 13). She goes on to say, “Entering the work world can be an eyeopener, because new practitioners no longer have the luxury of leaning on faculty to provide
guidance” (Gadbury-Amyot, 2016, p. 12).
The contextual basis for the current study is the clinical setting where experiential
learning, guided by skilled professionals, is at the center of the teaching and learning transaction.
The following section presents experiential learning, situated learning, communities of practice,
and Schon’s work related to the reflective practitioner as the underlying theoretical basis guiding
the current study. Part three includes the theoretical perspective of symbolic interactionism, also
providing theoretical underpinnings for the study. A conceptual framework will be found at the
conclusion of this chapter.
Part Two: Theoretical Underpinnings
Experiential Learning
A number of scholars have contributed to the understanding of experiential learning. A
brief overview of major contributors to the theoretical perspective of experiential learning serves
as an introduction for this section, more strongly followed by Rogers’s (1980) contribution.
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Seminal thinkers about learning and experience were Dewey, Piaget, and Lewin. Dewey (1938)
claimed that genuine education comes our way through experience and that learning from
experience happens when there is a continuity with one’s past experiences and when there is
interaction with one’s environment (Dewey, 1938). Schon (1987, p. 17) referenced Dewey in his
work when he presented the idea that a student needs to “see on his own behalf and in his own
way.” Kolb (1984) situated his views of learning in a cycle of interrelated phases. For one to
learn from experience he believed four abilities must be present: (1) an openness to involve
oneself in new experiences; (2) observation and reflective skills; (3) analytical abilities; and (4)
decision-making and problem-solving skills (Kolb, 1984). As individuals move from concrete
experiences to reflective observation and abstract conceptualization and finally to active
experimentation, they progress toward a more fully developed personality. Jarvis (2012)
constructed his understanding of the learning process in the context of the learner’s world.
Learners come to a learning situation with their whole person (body, mind, self, and life history).
He theorized that the learning process begins with a disjuncture between one’s biography (all
that a person is at a particular time) and an experience that the person is not prepared to handle
(Jarvis, 2006).
The situated approach of Boud and Walker (1991) enhanced Kolb’s work. Their seminal
work suggested three stages of experiential learning: (1) returning to and replaying the
experience; (2) attending to the feelings that the experience provoked; and (3) re-evaluating the
experience (Boud, Keogh, & Walker, 1985). They contended one must address the feelings
created by personal experiences in order to engage in an effective reflective process (Boud et al.,
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1985). Patterson (1977) suggested that experiential learning stems from the humanistic education
movement cultivated by Carl Rogers. Pursuant to his thoughtful connection to humanism (a
central construct of the current study) Rogers’s perspective on experiential learning notably
informed my thinking.
Rogers (1980) emphasized the consideration of the whole person (body, mind, self, and
life history) in learning. His ideas about learning emerged from his work as a psychotherapist
and educator. Rogers (1980) witnessed firsthand how much a person-centered approach to
therapy evoked power for personal change and he was curious about its use in educational
settings. He wondered, could this person-centered approach where acceptance, genuineness, and
empathy are created unlock a learner’s curiosity (Rogers, 1980)?
Rogers (1980) held the premise that students possess an inherent need to be authentic
human beings in the learning process, in that they can be themselves. Rogers (1980) summarized
principles foundational to adult learning through experience as: (1) significant learning takes
place when the subject matter is relevant to the interests of the student; (2) learning new attitudes
or perspectives are more easily assimilated when external threats are minimal; and (3) selfinitiated learning is the most lasting and pervasive. His principles of experiential learning include
a consideration of the person as a whole, and Jarvis (2006) believes these principles become
clearer within the context of being taught.
Illeris (2004b) considered his use of the word experience as reflecting a more
“demanding and qualified sense” in that the process of learning includes more than cognitive
learning (p. 145). Illeris (2004b) suggested that learning simultaneously encompasses a
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cognitive, emotional and psychodynamic, and social dimension. In what Illeris (2004b) calls the
“tension field of learning,” the cognitive process involves acquiring knowledge and the
emotional process includes psychological energy in the form of feelings, emotions, attitudes and
motivations of the individual learner (p. 19). The third dimension, which is the social process,
takes place between the individual and his/her surroundings.
The role of the teacher in experiential learning is that of facilitator. Rogers (1980, p. 271)
suggested the teacher possess a “realness or genuineness” as facilitator in the learning through a
personal encounter with the student on a person-to-person basis. In his work, Rogers (1980, p.
271) recognized an essential attitude fostering learning, in what he termed “prizing the learner.”
He wrote, “I think of this attitude as a prizing of each learner, a prizing of his or her feelings,
opinions, and person—it is a caring for the learner, but a non-possessive caring” (Rogers, 1980,
p. 271).
Rogers (1980) suggested that this type of teacher can accept students who display apathy
because they prize the learner as imperfect humans and trust the “capacity of the human
organism” (p. 272). Rogers (1980) presented a strong case that the simple creation of an
empathic climate can lead to profound outcomes. He stated that empathy removes feelings of
isolation, allowing the recipient to feel “valued, cared for, accepted as the person that he or she
is” (pp. 151-152). Empathetic understanding helps in establishing a pedagogical moment as the
teacher displays a sensitive awareness of how the learning appears to the student. Instructors
standing in students’ shoes while viewing the situation through their eyes nurture a feeling in the
students that they are understood and not judged (Rogers, 1980).
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The reader may clearly recognize the overarching and general support that the principles
of experiential learning provide in the current study. However, also guiding the study was a
consideration of learning in connection with work (Illeris, 2003). Stemming from the notion of
“practice learning,” or what is also referred to as practice knowledge, are the concepts of situated
learning, communities of practice, and becoming an expert or reflective practitioner (Illeris,
2004a, p. 186). In turn, the following section presents these concepts because of their
relationship to practical training education programs such as dental hygiene.
Situated Learning and Communities of Practice
The notion of situated learning is embedded in the theory of constructivism, although
there are distinctions in situativity and constructivist perspectives. Constructivism is based on the
premise that humans have an innate drive to make sense of the world and that knowledge is
bound by context where individuals create personal meaning from their learning experiences
(Knowles, Holton & Swanson, 2014). Constructivists emphasize the cumulative nature of
learning; new information must be related to existing information in order for the learner to
retain and use it (Knowles et al., 2014). In a constructivist approach, teachers foster learning
through active inquiry. Kerka (1997) posited that knowledge construction is based on functional
and social contexts in addition to usefulness (the belief of how something will improve one’s
performance).
Hansman and Wilson (2002) theorized that supporters of situated cognition believe
learning is not something that happens in isolation, only inside the head; rather, it is shaped by
the context, culture, and tools of the learning situation (p. 140). Fenwick (2003) explained that

30
the constructivist paradigm underscores reflection on the learning experience, whereas in
situative theory the emphasis is on the premise that knowing is interconnected with doing.
Billett (1993) viewed situated learning as a product, resulting from engaging the student
in authentic activities guided by professionals in a culture of practice. His more recent work
examined the principle of learning throughout one’s working life. Billett (2008) proposed two
outcomes from the constructive process in the work setting: (a) individual change (learning); and
(b) the “remaking of culturally-derived practices comprising work” (p. 39). These outcomes
result from what he described as a relational interdependence between the personal and social
agency one brings to the workplace.
Geertz (1973) posited that communities of practitioners are connected by complex,
socially constructed networks of beliefs that are essential to understanding their work (versus by
simply sharing tasks). Brown, Collins and Duguid (1989) cautioned that students often enter a
discipline without the necessary tools or cultural understanding of the discipline. Here it is
important for the learner to observe and participate in ordinary practices of the culture (for
example, the culture of dental hygiene practice). Brown et al. (1989) believed that learning
methods established in authentic situations allow newcomers to be enculturated into the
appropriate behaviors and discourse of a particular discipline.
A community of practice (CoP) is a model of situational learning based on collaborative
learning and engagement among peers working for a common purpose (Wenger, 1998). Wenger,
McDermott, and Snyder (2002) defined CoPs as “Groups of people who share a concern, a set of
problems, or a passion about a topic, and who deepen their knowledge and expertise in an area
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by interacting on an ongoing basis” (p. 4). Wenger et al. (2002) found that people who were likeminded tended to form communities within the workplace and among these communities were
three commonalities: (a) knowledgecommon ground and common knowledge found within the
community; (b) community—the social fabric of learning; and (c) practice—asset of
frameworks, ideas, tools, information, styles, language, stories, and documents shared by the
community. Individuals participating in CoPs benefit from informal professional learning and
greater meaning to complex professional issues (Wenger, 1998).
Scholars interested in practice knowledge have also explored the ways in which
professionals build their expertise. Schon’s (1983) concept of the reflective practitioner will be
presented in the following section, thus providing the reader with an additional theoretical
perspective underpinning the current study.
The Reflective Practitioner
Schon’s (1987) model of reflective practice provided clinical educators a foundation for
exploring how to transmit to learners the know-how of professional practice. Schon (1987)
wrote:
In the terrain of professional practice, applied science and research-based technique
occupy a critically important though limited territory, bounded on several sides by
artistry. There is an art of problem framing, an art of implementation, and an art of
improvisation—all necessary to mediate the use in practice of applied science and
technique. (p. 13)
Professional artistry as a form of competence often surfaces during uncertain moments of
practice. Here, the practitioner moves beyond technical expertise toward a form of artistry
thought to be central to clinical teaching. Professional artistry, as proposed by Schon (1987), is
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dependent upon creating conditions for students where they have the freedom to learn by
doing—under the direction of those in a position to introduce students to “traditions of the
calling.” This action was viewed by Schon (1987, p. 19) as “coaching artistry.” In this sense, the
instructor as coach engages the student in a dialogue appropriate to the particular kind of
learning. Schon (1987) asked us to reflect on: What forms of communication are available? On
what factors does my effective communication rely?
Two basic processes are central to the actions of the reflective practitioner: reflection-onaction and reflection-in-action. As one might suspect, reflection-on-action involves conscious
reflection occurring after a situation. This reflection is generally recognized as an analytical
process intended to provide the practitioner with additional strategies for the next time the
situation arises, or perhaps the practitioner will gain a stronger resolve regarding chosen actions.
The notion of reflection-on-action involves a reliance on past and present experiences, including
knowledge we use every day without thought—tacit knowledge. Polanyi (1976) is credited with
coining the term tacit knowledge, and he provided a caveat: “We can know more than we can
say” (Polanyi, 1967, p. 4).
In contrast to reflection-on-action is the notion of reflection-in-action, situations in which
workers are caught by surprise that their typical work routines are no longer effective (Schon,
1987). Knowing-in-action was considered by Schon (1987, p. 28) to be dynamic; he likened it to
an “on-the-spot experiment.” He further posited that experienced professionals utilize reflectionin-action on a day-to-day basis even though they may not verbalize what they are doing.
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Schon (1983) combined tacit knowledge with how professionals act. He presented the
notion of tacit knowing-in-action as follows:
When we go about the spontaneous, intuitive performance of the actions of everyday life,
we show ourselves to be knowledgeable in a special way. Often we cannot say what it is
that we know. Our knowing is ordinarily tacit, implicit in our patterns of action and in our
feel for the stuff with which we are dealing. It seems right to say that our knowing is in
our action. (p. 49)
A review of the literature surrounding the concept of tacit knowledge and clinical instruction
revealed a handful of studies. Litchfield (1999) connected tacit knowing in nursing to “practice
wisdom as a form of praxis” (p. 62). Praxis is a contested construct in the literature, but for the
purpose of this study it is intended to mean the act of putting theory into practice (Rolfe, 2006).
Instructors bring practical wisdom as they seek to bring “good” to a particular scenario (Connor,
2004). Whipp (2000) acknowledged that tacit knowledge is what guides the practice of dental
educators. Fugill (2011) examined tacit knowledge and clinical teaching and explored two
thoughts: (a) the communication barrier between instructor and student created by the
dependence on tacit knowledge; and (b) the ability to bring tacit knowledge to the surface. Fugill
(2011, p. 3) proposed that good clinical teachers can “unpack the required knowledge” for
clinical teaching scenarios. Upon examining clinical training programs, he presented ways other
than verbal communication for transferring knowledge: observation, demonstration, coaching,
repetitive practice, reflection, and experimentation (Fugill, 2011).
Part Three of this chapter presents the theoretical perspective of Symbolic Interactionism
through the work of Blumer (1998). A preliminary conceptual framework will also be provided.
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Part Three: Theoretical Perspective of Symbolic Interactionism
This study was guided by the theoretical perspective of Symbolic Interactionism (SI).
Known to be a social-psychological perspective of social action, SI research provides intuitive
accounts of human interaction in natural settings (Huber, 1973). SI traces its roots in the
pragmatic philosophies of Peirce, Dewey, James, and Mead (Reynolds & Herman-Kinney,
2003). Blumer (1998) advanced Mead’s ideas and first created the term symbolic interactionism,
founded on the three principles of meaning, language, and thought. Meaning is at the center of
human behavior, language provides humans a way to exchange meaning through symbols, and
thought adapts the interpretation of symbols using language in conversations (Blumer, 1998).
SI is based on several ideas that Blumer (1998) designated as “root images” (p. 6). In
order to provide the reader with a distinct representation of SI, the following concepts as root
images will be presented: human group life, social interaction, the nature of objects, the human
being as actor, human action, and the interconnection of the lines of action.
Human Group Life
Blumer (1998) presented human society as people engaging in action through an ongoing
process of “fitting together the activities of its members” (p. 7). Group life is inherently
characterized by human interaction. Through a sociological perspective SI explores how
individuals interact, centering on the formation of personal identity through interaction with
others (Reynolds & Herman-Kinney, 2003). Social actors formulate activities toward a personal
evaluation of themselves in addition to the people and objects around them (Aksan, Kisac,
Aydin, & Demirbuken, 2009). The theory of SI posited that self and reality are socially
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constructed through social interaction and that social interaction forms human conduct (Blumer,
1998). Individuals interpret and assign meaning to cues from others and from the environment.
During the process of social interaction, individuals continually try to determine how others are
perceiving their actions in an effort to predict the response of others and to restructure their own
behaviors (Bowers, 1988). In order to completely understand the actions of an individual,
symbolic interactionists believe one must consider the context (Blumer, 1998).
Social Interaction
Symbolic interactionists see social interaction as a vital component to be explored. The
significance resides in the premise that social interaction forms human conduct instead of simply
providing the means for its expression (Blumer, 1998). As one interacts with another there is a
consideration of how one’s “own line of activity” will fit into the action of the other. Mead
(1934) identified two forms of social interaction in society: “the conversation of gestures” and
“the use of significant symbols” (as cited in Blumer, 1998, p. 8). Blumer (1998) referred to them
as “non-symbolic interaction” and “symbolic interaction” (p. 8).
Non-symbolic interaction is where a person responds directly to the action of another
without interpreting the action, whereas symbolic interaction is marked by an interpretation of
the action (Blumer, 1998). Mead (1934) suggested that we will recognize conversation of
gestures or non-symbolic interaction as a reflex response. He further proposed that as members
of society we primarily approach interaction on the symbolic level (Blumer, 1998). Mead (1934)
posited that a gesture represents a segment of ongoing action which signifies a larger act. A
person responding to such gestures does so on the basis of what the gestures mean to him or her.
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When both individuals assign the same meaning to the gesture they are thought to understand
one another (Blumer, 1998).
Blumer (1998) noted that Mead’s analysis of gestures is critically important. His “triadic
nature of meaning” is central to the theory of SI (p .9). In order for communication and action to
be effective the gesture must: (a) signify what the person to whom it is directed is to do; (b)
signify what the person who is making the gesture plans to do; and (c) signify the joint action
that is to arise by the articulation of the acts of both (p .9).
The Nature of Objects
SI theorists hold the view that the world of human groups is made up of objects
constructed through symbolic interaction. Objects are categorized as physical, social, and
abstract (Blumer, 1998). The very nature of an object is comprised of the meaning it has for the
person it is an object to. Objects are seen as social creations in that they are defined and
interpreted through human interaction. Bowers (1988) noted that the social world refers to the
world that is interpreted or experienced, versus merely the physical world. This world is known
as the “object world,” where the object is defined as “anything that can be designated to the self
or reflected on” (Bowers, 1988, p. 38). The nature of SI is based on the assumption that humans
act toward objects and people in their environment on the basis of meanings these objects and
people have for them (Blumer, 1998).
Symbols are used to identify objects in the social world. In SI, interaction is dependent
upon a person’s access to shared symbols. Verbal and nonverbal language is the primary source
for shared symbols. These symbols allow individuals to form collective meanings during social
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interaction in one’s community (Reynolds & Herman-Kinney, 2003). Jones and Somekh (2006)
held the belief that SI assumes behavior is constructed through interaction, and patterns of
behavior are a result of a symbolic action-response performance. As behavior becomes routine,
observers will note such patterns. In this light, SI is considered a dynamic theory as recognized
by Schenk and Holman (1980).
The Human Being as Actor
The idea that a person is an “acting organism” stems from the premise that one can be an
object of one’s own actions (Blumer, 1998, p. 12). SI presents the self as being the sum of two
components: The “Me” is seen as the object of self-reflection and the “I” is the reflector. The Me
is the self-image of a person. A basic assumption of SI is that each person has multiple Me’s.
The I represents the interactive part of the self. The I makes meaning of information received
from the environment. In order to do this people must place themselves in the position of others
and then must see themselves acting in that position (Mead, 1934). The symbolic interactionist
views this position in terms of the various roles one might take. Blumer (1998) described roletaking at varying points, including as individual (the “play stage”), organized groups (the “game
stage”), or as community (“generalized others”) (p. 13).
SI also includes the belief that human beings possess the ability to interact with
themselves. Blumer (1998) stated of Mead’s viewpoint, “The human being may perceive
himself, have conceptions of himself, communicate with himself, and act toward himself” (p.
62). It is this self-interaction that an individual has that provides a mechanism with which to
“meet the world” (Blumer, 1998, p. 62). The individual as social actor is the basis for exploring
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systems within society, such as the education system. Teachers as actors interact socially,
modifying their behavior in response to the actions of others.
The Nature of Human Action
Foundational to SI is the notion that people must engage in an interpretation of their
world in order to act (Blumer, 1998). According to the theory of SI, the human as an organism
must “mold a line of action on the basis of what it takes into account” (Blumer, 1998, p. 15). SI
calls researchers to look for processes and how processes establish structures through a
consideration of experiences and practices (Reynolds & Herman-Kinney, 2003). Aksin et al.
(2009) proposed that the standard condition for making meaning is the existence of an event.
Blumer (1998) referred to self-interaction as a “process of making indications to oneself” (p. 13).
The process is considered “social” in that the behavior is an action that stems from the
interpretation made “as one notes and considers one or another matter” (Blumer, 1998, p. 13).
The ability of a person to self-indicate lends itself to human action.
The Interconnection of the Lines of Action
The interpretive process can also take place among members of a group. Blumer (1998)
considered this process to be an “interlinkage of action” creating “joint action,” defined as “a
societal organization of conduct of different acts of diverse participants” (p. 16). Blumer (1998)
suggested that collective actions possess unique characteristics and can be viewed as a whole
without reducing behavior into separate acts. Figure 1 represents the conceptual framework used
in guiding the current study.
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Figure 1. Initial conceptual framework.

Initial Conceptual Framework
Driven by the methodological perspective of SI under the broad consideration of
humanism and experiential learning, the central construct was investigated through the
perceptions of clinical instructors. The researcher explored each participant’s socialization as a
student, educator, and professional, and examined the construct of self and human interaction as
a process of interpretation.
Instructor as Self, Me, and I
As SI proposes, the I interprets cues and blends them with other components of the self.
The I is the foundation for individualism and creativity, whereas the Me is the object of self-
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reflection, with an emphasis on social values (Mead, 1934). Furthermore, the Me is discovered
through role-taking, as it shows itself through putting the self in the place of others. Mead (1934)
suggested that both the I and the Me operate together in a cohesive fashion in order to produce a
fully developed self. In this study, I sought to discover what relationship the construct of self has
to the way in which instructors view humanistic pedagogy.
Human Action as a Process of Interpretation
Mead (1934) presented the self as a process and not as a structure. According to Mead
(1934), the reflexive process is unique to the human being. Humans interpret what confronts
them and organize their actions based on their interpretations (Blumer, 1998). SI theorists
believe that meaning stems from the interaction between people. Actors in the process of
interpretation first individually communicate with themselves. Through this self-communicative
process the actor “selects, checks, suspends, regroups, and transforms the meanings in the light
of the situation in which he [sic] is placed and the direction of his action” (Blumer, 1998, p. 5).
In this study I explored ways in which instructors self-communicated and interpreted student
encounters within the clinical setting.
Social Interaction
The constructs displayed in Figure 1 are based on a social element as described by the
theory of SI. Blumer (1998) noted that the social world is determined by the meaning that objects
have for the individual. In other words, reality is unique to the individual, and the socialization
process allows for shared meanings and understandings. These meanings and understandings are
cultivated through interactions with a person’s unique reference group. In the theory of SI, the
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self is socially constructed over one’s lifetime through a dynamic process of social interaction
and the internalization of social cues. SI theorists hold the notion that reality is a socially
constructed and personally experienced phenomenon (Reynolds & Herman-Kinney, 2003).
The study included instructors who share participation in three human groups, namely:
past dental hygiene student, professional dental hygienist, and dental hygiene educator. Shared
meanings of instructors emerged by reflecting on their interaction with the various groups,
namely: past student, professional, and educator. Shared meanings were also influenced by
personal roles and values reflected in their upbringing.
Summary
The direction and outcomes of the data analysis guided the literature review. Research in
the field of dental education revealed student perspectives of what they deem to be valuable
regarding clinical instruction. While studies revealed the importance of an instructor’s
professional competence, many of the favored attributes affecting students’ learning centered on
non-cognitive elements such as rapport, enthusiasm, respect, and character (Fugill, 2005;
Schonwetter et al., 2006; Jahangiri et al., 2013).
The following concepts were reviewed in the literature after data were analyzed: teaching
students to be caring; the emotional dimension of learning; and self-assessment in dental hygiene
education. Caring is a construct situated in what researchers call the hidden curriculum. Health
education students are socialized into the behaviors of a caring professional through informal
teachable moments created by the instructor (Allan et al., 2011; Bowling, 1993; Branch et al.,
2001). Nursing students describe the act of caring from instructors as recognition, connection,
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and confirmation (Hanson & Smith, 1996). Connecting with students involves empathy, trust,
and respect (Gillespie, 1992; Hanson & Smith, 1996). The nursing student participants in Sorrell
and Redmond’s (1997) study spoke of the power inherent in teaching. They framed the act of
thoughtfulness in the light of themes emerging as caring.
The emotional dimension of learning involves mental energy, feelings, and motivation
(Illeris, 2003). Because learning events in the clinical setting revolve around unchartered
activities they are often laden with emotion (Baumeister et al., 2007; Branch et al., 2001). Highly
emotional events are remembered the most because the individual tends to repeat the event in his
or her mind (Adolphs et al., 1997; Ferree & Cahill, 2009; Winograd & Neisser, 2006).
Both negative and positive emotions influence knowledge transfer and learning
(McConnell & Eva, 2012). Undesirable events are remembered more often and negative
emotions may produce counterfactual thinking (Baumeister et al., 2007; Bywaters et al., 2004;
McConnell & Eva, 2012). Those experiencing positive emotions are more likely to be flexible in
their thinking and to see the bigger picture (Gasper, 2003). For negative emotions the opposite is
found; less solutions come to mind (Bolte & Goschke, 2010).
Students possess varying abilities and an innate frame of mind for handling emotion as
they enter the healthcare educational setting (Higgins, 1997; Pekrun et al., 2002; Victoroff &
Boyatzis, 2013). Whether or not students choose to act on instructor feedback depends on their
unique frame of reference (Hattie & Timperley, 2007; Kluger & DiNisi, 1998). The work of
Goleman (2006) provided educational programs a manner in which to consider a student’s
emotional intelligence prior to entering the field of healthcare. Different than one’s IQ, Goleman
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(2006) suggested EI includes notions of creativity, drive, persistence, motivation, rapport, and
empathy.
Pursuant to the data analysis of this study, literature pertaining to self-assessment in the
field of dental hygiene was reviewed. Gordon (1992) found the influence of the instructor to be
pivotal in helping students develop positive attitudes toward self-assessment. A link between
providing quality care and the skill of self-assessment was also found (DeVore et al., 2000;
Gadbury-Amyot, 2011). Students often feel underprepared in self-assessing as they enter the
dental hygiene program and therefore benefit from an orientation on concepts and strategies at
the beginning of the program (Devore et al., 2000 Gadbury-Amyot, 2016; Hauser & Bowen,
2009; Jackson & Murff, 2011). Finally, Eva & Regehr (2005) suggested healthcare professionals
include feedback from reliable external sources.
***
The literature review included the theoretical underpinnings supporting the research
questions. Experiential learning is at the heart of clinical instruction, where the role of the
teacher is to facilitate learning through a genuine personal encounter with the student (Rogers,
1980). Situated learning can be seen as a blend of realistic activities and exchanges between
professional and student (Billet 1993). Schon’s (1987) concept of knowing-in-action was
reviewed in this section, as well. Relevant to this study was the surfacing of professional artistry,
which is a form of competence thought to be necessary in clinical instruction. Developing a
student’s professional identity through learning how to act and think professionally is critically
important during one’s education (Boud, 1999).
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This study was guided by the theoretical perspective of SI. The concepts of self, the
world and social action frame this social-psychological theory. As noted by Bowers (1988), SI is
an appropriate theoretical perspective when the researcher is focused on discovering the
“realities of the subjects, the nature of the objects in their world, how they define and experience
their world” (p. 39). The following chapter outlines the research methods for conducting this
study.

CHAPTER 3
RESEARCH METHODS
A review of the literature revealed important components of humanistic pedagogy from
the student’s perspective, while revealing less from the instructor’s viewpoint. Furthermore, a
review of the emergent themes was lacking in the dental literature. The central focus of this
study was to garner instructors’ perspectives of the humanistic teaching paradigm. This chapter
presents the rationale for the research design and methods, in addition to the assumptions, biases,
and positionality of myself as primary investigator. The chapter also discusses sampling
procedures followed by details of data collection and analysis. Trustworthiness along with
delimitations and limitations are included.
Research Method Rationale
The method of interpretive description was chosen as the research design for this study.
The field of allied health presents qualitative methodologists with a unique challenge as they
seek to explore clinical problems and phenomena central to professional practice (Thorne, 2008).
Interpretive description stems from the field of nursing research out of a struggle to explore
research problems that involve an “interplay between objective and subjective information”
(Thorne, 2008, p. 25). A nursing researcher must examine and interpret the formal aspects of
clinical care, as well as the “distinctive humanity of the person who is entering that experience”
(Thorne, 2008, p. 25; Johnson & Ratner, 1997). Interpretive description “recognizes that the
clinical mind tends not to be satisfied with ‘pure’ description, but rather seeks to discover

46
associations, relationships and patterns within the phenomenon that has been described” (Thorne,
2008, p. 50).
Thorne et al. (1997) aligned interpretive description with the philosophical underpinnings
of naturalistic inquiry defined by Lincoln and Guba (1985). The axioms of the naturalistic
paradigm reflected through interpretive description include the following:
(1) realities are multiple, constructed and holistic; (2) the knower and known are
interactive, inseparable; (3) only time and context-bound working hypotheses are
possible; (4) all entities are in a state of mutual simultaneous shaping, so that it is
impossible to distinguish causes from effects; and (5) inquiry is value-bound. (p. 37)
Thorne (2008) summarized the connection between naturalistic views and interpretive
description with this statement, “With a philosophical alignment with interpretive naturalistic
orientations, interpretive description acknowledges the constructed and contextual nature of
human experience that at the same time allows for shared realities” (p. 3).
Interpretive description is suited when the researcher seeks to frame a description of
human experience (Thorne et al., 1997). After an examination of the literature and identification
of the central research question, I felt this study called for “an inductively derived description of
the phenomenon, one worthy of an interpretive lens” (Thorne, 2008, p. 47). The motivation for
choosing this method came from the notion that conceptualizing the outcomes are “a means for
organizing and presenting findings such that something below the surface meaning, beyond the
self-evident, can be explored and elucidated” (Thorne, 2008, p. 175).
Human-as-Instrument
As researcher I was the primary data collection instrument. Lincoln and Guba (1985)
suggested that the use of the human-as-instrument is the only means of “grasping and
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evaluating” the variety of realities that will surface (p. 39). The human instrument is ideally
suited for qualitative data collection when responsiveness to “personal and environmental cues”
is desired (Lincoln & Guba, 1985, p. 193).
Of particular relevance is the level of intuitive or tacit knowledge the human instrument
brings to the research process. Stake (2010) presented the notion of “experiential understanding
of action and context” known to qualitative researchers as verstehen, whereby the human
instrument serves as an active participant (Stake, 2010, p. 48). Tacit knowledge arises from
experience and it is from this experience that understanding can be achieved (Lincoln & Guba,
1985).
Purposeful Sampling
Purposive sampling is the selection of subjects for a particular cause as opposed to
random selection methods (Lincoln & Guba, 1985). Seidman (2013) suggested that purposeful
sampling assists readers in connecting to the experiences of the participants while deepening
their understanding of the topic. Thorne (2008) wrote that purposive sampling is “phenomenal
sampling, in which the settings and specific individuals within them are recruited by virtue of
some angle of the experience that thy might help us better understand” (p. 90). In this study a
mix of clinical instructors with varying levels of education and experience were included to
maximize the quality of the data. The desire was “not to focus on the similarities that can be
developed into generalizations, but to detail the many specifics that give the context its unique
flavor” (Lincoln & Guba, 1985, p. 201).
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Research Participants
A sample of 12 instructor participants from four different community college programs in
the Midwest was obtained. The sample was accessed through professional links and word-ofmouth through colleagues. Several emails were sent to clinical dental hygiene instructors
working in programs located in a Midwest state. Nine of the twelve participants responded to my
invitation directly, and three were obtained through a referral of colleagues. Only a range of
demographics will be provided to protect the anonymity of participants, as the community of
dental hygiene is small (see Table 1). All of the participants were White females ranging in age
from 23 to 64. Participants included both full-time and adjunct instructors ranging in experience
and educational credentials. Teaching experience ranged from one to over 30 years. Six of the
participants had bachelor’s degrees, one held an Associate of Applied Science degree, four had
master’s degrees, and one was a doctoral candidate. All of the adjunct clinical instructors held
positions outside of their teaching role; the three full-time instructors did not.

Table 1
Research Participants
Age

23-64

Years of
Teaching
Experience
1-32

Teaching
Position

Credentials

Outside Work

3 Full-time
9 Adjunct

1 AAS Degree
6 Bachelor Degrees
4 Master Degrees
1 Doctoral Candidate

9 Held Private
practice
positions
3 Did not
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Phenomenological Interviewing
A phenomenological approach to interviewing focuses on the “lived-experiences” of
participants (Seidman, 2013). Van Manen (1991) wrote, “Lived-experience is what we
experience as it happens, but we can only get at what we experience after it happens through a
reconstruction of that experience” (p. 38). Schutz (1967) suggested that going after the
“subjective understanding” of participants should be met with the appropriate level of
expectation in that one cannot literally enter into another’s stream of consciousness.
The model of the three-interview series is the most recognized feature of
phenomenological inquiry (Seidman, 2013). Patton (1990) noted that context is central to an indepth exploration as to the meaning of one’s experiences. The first interview provides an
opportunity to explore the context of the participant’s experience. The second meeting focuses
on the present reality of the participant as it relates to the specific topic or focus of the study, and
the third interview is where participants are encouraged to reflect on the meaning of their
experience (Seidman, 2013). The third interview addresses the “intellectual and emotional
connections between the participant’s work and life” as discussed by Seidman (2013, p. 22). As
an early adopter of phenomenological inquiry, Vygotsky (1987) believed that participants are
meaning-making during each of the three interviews as their experiences are put into words.
Data Collection Procedures
Participants were interviewed face-to-face during two separate meetings which lasted
60-90 minutes each in a setting appropriate and convenient for the interviewee. Every attempt
was made to space the interviews three to seven days apart as suggested by Seidman (2013);
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however, two participant interviews were spaced 3 weeks apart due to scheduling conflicts. The
interviews were conducted through an open-ended format. Conversations were recorded with an
Olympus digital recording device and were saved in electronic files on my computer. Interview
recordings were transcribed by myself and pseudonyms were assigned to each of the participants.
In the email request for voluntary participation the potential subject was given a general
description concerning the proposed topic and time commitment (see Appendix A). The focus
for the first interview was given to the participant via e-mail a few days prior. The open-ended
question for the second interview was given to the participant via a-mail a few days prior in
order to facilitate an in-depth interview process. A modification of Seidman’s (2013) approach of
combining the first and second interview was implemented. Interview guides can be found in
Appendices C and D.
The first interview included a “focused life history” as presented by Seidman (2013).
Participants were asked:
1) How did you come to be a dental hygienist?
2) How would you describe what being a student in program X was like?
3) How did you come to be a clinical instructor?
4) Describe for me any positive or negative professional role models of what it means to
be a dental hygienist?
5) How would students describe you as an instructor?
As interviewer I requested participants be as detailed as possible in their descriptions.
The second interview was designed to help the participant make sense of “how the factors
in their lives interacted to bring them to their present situation” (Seidman, 2013, p. 22). The
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second interview revolved around the participant’s reflection and response to the following:
1) Think about your experiences in teaching dental hygiene students. Tell me about an
incident that stands out in your mind that reflects teaching in a human way.
See the interview guides in Appendices C and D for an expanded version of the interview
questions.
Data Analysis
The process of constant-comparative analysis developed by Glaser and Strauss (1967)
was used to guide the data analysis. Practical ways in which to carry out this method were found
in the work of Boeije (2002). Her suggestions adopted in this study are described in this section.
The first step began by making comparisons within each individual interview. Through a process
of open coding, passages of the interview were labeled with a word or phrase to be revisited
later. Lincoln and Guba (1985) pointed out that phrases are the smallest piece of something that
in and of itself could stand alone. These were simply items that stood out to me in light of the
research topic. Several of the phrases included direct quotes from the participants. In-vivo codes
seemed to capture my attention as I sought to discover an interpretive description of humanistic
pedagogy as perceived by the participants (Charmaz, 2014).
While I was comparing different parts of the interview, I scrutinized the consistency of
labeling. If one piece was given a particular label I examined other pieces that perhaps should be
given the same code. Particular attention was given to categories that were referenced more than
once. If a mention was made to the same category more than once in the course of an interview,
the pieces relating to this category were compared in order to find out whether it was new
information or whether the same information was repeated. I examined them by way of the
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questions: what do the labels have in common; how are they different; and in what context were
they found (Boeije, 2002). Lincoln and Guba (1985) suggested using “classification reasoning
plus your tacit and intuitive senses” in grouping data together (p. 347). This initial exercise
shaped a topical summary of each interview, as well as producing a list of conditional or shortterm categories. Each new interview was treated in the same manner, expanding the number of
codes and categories. Boeije (2002) suggested that this approach is the beginning of the
conceptualization process.
The second phase of data analysis involved a comparison between the interviews, where
coded segments belonging to a given category were further examined. As a form of axial coding,
I began to regroup the categories by combining them and in some cases removing or renaming
them. Taking such “inventory” allowed for descriptions of concepts, thereby helping me to see
patterns among the interviews (Boeije, 2002, p. 397). Several visual iterations or diagrams were
mapped out in crafting a set of major constructs in which the themes or assertions would fit. This
was guided with the question, how could I best tell the story of the emergent data (Strauss &
Corbin, 1998)? The process of analysis included analytic memo writing. Analytic reflection
through memoing helped to illuminate patterns among the most salient themes by thinking
through the contexts, conditions, and interactions suggested by the data (Boeije, 2010).
Saturation of Data
The analytical method as described in this section helped in determining a reasonable
level of saturation in the data set. As categories and patterned themes were abstracted from the
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data I noted a lack of new emerging themes. At this point, I felt a level of confidence that it was
an acceptable time to stop gathering new data for the purposes of this study.
Trustworthiness
I kept journal notes in order to strengthen the validity and trustworthiness of the study as
described by Lincoln and Guba (1985). This “reflexive journal” was maintained throughout the
research process whereby notes of self-reflection were recorded in addition to methodological
decisions (Lincoln & Guba, 1985, p. 327). I used the journal in a dynamic fashion as a means to
revisit theoretical assumptions and seek out hidden insider biases or outsider attitudes of
superiority (Lincoln & Guba, 1985). I implemented the process of peer auditing. A fellow allied
health researcher reviewed the textual data and compared them to what I had themed. Several
discussions ensued as we worked through salient themes and patterns found across the data set.
Assumptions and Biases
My interest in this topic dates back to experience as a dental hygiene student and is
motivated by my present reality as a dental educator. As a dental hygiene student I personally
experienced and observed in others heightened emotional learning events in the clinical setting.
As Haden et al. (2003) noted, the clinical setting is naturally a stressful environment. Feelings of
anxiety are common as students learn the fine motor skill of instrumentation on patients who
present varying clinical and personal characteristics.
My perception as a student was that stress was magnified by the punitive nature of the
clinical faculty. While instructors possessed excellent clinical skills, many displayed negative
behaviors, including: capitalizing on their position of power, lacking empathy for students, and
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showing favoritism. Witnessing classmates who were not successful, I often wonder what effect
the negative learning culture had on their demise.
As a clinical instructor in a more positive and relational program, I have witnessed
distinct differences in the interaction between student and instructor. Students are recognized and
valued as individual learners. The program culture lends itself to positive, meaningful exchanges
between students and instructors. In addition to possessing strong clinical skills, instructors are
nurturing, empathetic, and thoughtful as they guide students through patient care. Clinical
instructors share the common goal of producing competent practitioners; however, each
instructor has unique perceptions and insights which impact the process of student growth and
development.
My desire as researcher was to be authentic in the inquiry process, while being mindful of
the assumptions that are unique to me as qualitative researcher. Personal assumptions and biases
related to the learning encounters between instructors and students include the following: (a)
learning events take on many different forms; (b) instructors’ actions have an impact on student
learning; (c) clinical instructors’ teaching philosophies are influenced by their past experiences
(negative and/or positive) as students; (d) the third actor—the patient—requires instructors to be
mindful and reflective in determining the right action in guiding student clinicians; (e) instructors
have varying perceptions of what teaching in a human way looks like; and (f) instructors
construct thoughtfulness and tact based on their unique past experiences as a dental hygiene
student, current professional, and dental educator.
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Researcher Positionality
My role as a clinical instructor conducting research on other clinical instructors will be
addressed in this section. The discussion will include: a brief autobiographical work history, how
my personal qualities intersected with those of the participants; and the potential impact of
insider and outsider positionality.
Work History
My teaching career spans three decades at three different college institutions, including
didactic and clinical instruction for first- and second-year students. I worked in private practice
settings for 25 years up until starting my current full-time faculty position over nine years ago.
Prior to teaching dental hygiene students, I received a Bachelor of Science in Dental Hygiene
with an emphasis on educational methods. My craft as clinical instructor has come from the
experience itself. Every clinic day presents a different student-patient-instructor experience; no
two days are alike. I have co-taught with instructors who vary in style, experience, and
philosophy. Since obtaining my bachelor’s degree I completed a master’s degree in education.
Graduate study afforded me the opportunity to explore student development and adult learning
theories. In reflecting back, I realize that I taught before I knew the theoretical principles that
undergird teaching encounters with students.
Intersection of Qualities
Many of my professional and personal qualities intersected those of the participants.
Dental hygiene instructors are a fairly homogenous group, with 87% being White females and a
third being between the ages of 50-59 (ADHA, 2014). I myself fit into these parameters. Of the
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13 Illinois dental hygiene programs, only one program is at a four-year bachelor degree-granting
institution; the majority of instructors teach within the community college setting.
Insider Status
My role as researcher had inherent attributes of an insider, although I was also an
outsider. As Dwyer and Buckle (2009) cautioned, setting parameters for insider and outsider “in
a dualistic manner is overly simplistic” (p. 60). Chavez (2008) provided novice scholars a
synopsis of what insider status and familiarity brings to the research process, including:
expediency of access, rapport, legitimacy, and knowledge of practical happenings in the field of
study. I anticipated these advantages as an insider, but also recognized the challenges this status
may have presented, including: overreliance on status, limitations being placed on my role by the
participant, difficulty in recognizing patterns due to familiarity, and failing to probe the
participant on concepts or situations common to the field of dental hygiene.
As a novice researcher it was especially important to develop a strategy to reduce the
liability inherent to being an insider as discussed by Chavez (2008). I kept a written reflective
journal in order to facilitate critical thought during the process of data collection. I recorded
notes immediately following each interview in an effort to be “visibly accountable” as I moved
from insider to outsider and back again (Chavez, 2008, p. 490).
Outsider Status
My role as researcher was one of outsider for three reasons: full-time faculty status,
doctoral candidate, and working outside of the participant’s institution. I interviewed a mix of
full-time and adjunct instructors; however, the majority of clinical instructors held part-time
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adjunct positions (ADHA, 2014). Some instructors choose to work part-time and others desired
full-time positions. I was uncertain if my status created a position of power for those unable to
secure a full-time position.
Further defining myself as outsider is the level of graduate work completed. Only three
percent of dental hygiene faculty members hold a doctorate (ADEA, 2014). Participants may
have felt intimidated by the interviewing process. I was cognizant of this possibility and
therefore continually reviewed notes of reflection for hints or subtle nuances that may have
complicated the data (Chavez, 2008).
Dental hygiene programs across the nation operate under the same accreditation
standards; however, programs have varying success rates. I was uncertain if an element of
competition or comparison was perceived by the participant, given that I represented a different
program. Chavez (2008) cautioned researchers with outsider status to avoid an “imposition of
values, beliefs, perceptions on the lives of the participant” (p. 475). Heeding this caution required
a reflective posture on my part to respect the instructors as individuals within their unique
program culture.
Summary
In seeking a collective group of ideas about humanistic pedagogy, interpretive description
as a method of qualitative research was put forth for this study. Research participants were
solicited based on their positions as clinical instructors within community college dental hygiene
programs. Invitations were sent via e-mail. Twelve participants were secured to engage in two
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face-to-face semi-structured interviews taking place 7-10 days apart. Two of the participant
interviews were scheduled three weeks apart due to scheduling conflicts.
The interviews were recorded and saved in electronic computer files. The interviews
were transcribed by myself and data analysis took place as other interviews were being
conducted. The data were analyzed through the constant comparative method as developed by
Glaser and Strauss (1967). Journal field notes and personal reflections were recorded throughout
the process of data collection.
Striving to be transparent in my assumptions and biases, I carefully examined my
positionality through reflecting on my work history in the field of dental hygiene. I also explored
ways in which my qualities intersected with those of the participants and the insider and outsider
status inherent in my role as researcher. The following chapter presents the findings of this
research.

CHAPTER 4
RESEARCH FINDINGS
The reader may recall the central research question of this study: In what ways do dental
hygiene instructors situate the humanistic paradigm in the clinical setting? The following
supporting research questions guided the understanding of the data:
1) In what ways are the instructor’s experiences as student, dental hygiene professional,
and educator reflected in their views of humanistic pedagogy?
2) In what ways do instructors describe and characterize their role as dental hygiene
instructors?
3) In what ways are thoughtfulness and tact constructed by instructors?
4) In what ways do instructors describe the way in which they teach?
5) In what ways do instructors describe the essence of teaching in a human way?
The structure and sequence of this chapter were thoughtfully considered. The findings are
presented as an “interpretive maneuver” in leading the reader toward “a kind of knowing that
was not possible prior” (Thorne, 2008, p. 164). This chapter begins with a narrative of the
participants’ recollection concerning what it was like to be a dental hygiene student; how they
described their positive and negative role models; their thoughts on how today’s students
compare to students back then; and how they described themselves as instructors. Van Manen
(1990) suggested that “phenomenological engagement” is an act of “personal engagement”
encompassing how we understand ourselves as educators (p. 156). The narrative is a presentation
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of emergent themes surrounding the participants’ understanding of themselves as clinical
instructors in an effort to move the reader toward “a sense of principled knowledge” regarding
humanistic pedagogy (van Manen, 1990, p. 155). The narrative is designed to set the stage for a
presentation of the major constructs and supporting themes that address the central and research
sub-questions. Each theme presented in the narrative provides the reader with the relevance to
the current study.
Findings were organized into three major constructs: empathic understanding,
thoughtfulness and tact, and pedagogical influence. Three tables (one for each construct) are
embedded into this chapter as a display summarizing how the humanistic paradigm is situated
within the clinical dental hygiene setting. Here the reader will find each major construct with
resultant themes, definitions, and examples found within the data. Each thematic section will
include a connection to the literature along with an explanation of its relevance. Chapter five
presents a new conceptual framework based on a careful examination of the findings.
Participants’ Narratives
The Essence of Being a Student
Asking the participants to describe the essence of what it was like to be in their program
of study initiated personal engagement with the topic of the current research. Van Manen (1990)
explained, “One can strengthen the intimacy of the relation between knowledge and action by reinstating lived experience itself as a valid basis for practical action” (p. 155). As participants
described their experiences as dental hygiene students, they did so in a reflective manner. It
became evident that this question sparked a curiosity for the conversation to ensue. Illustrating
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this point was a comment made by Fran one week following the first interview:
You know, last week I didn’t know what questions to expect. I didn’t expect you to start
with my history, so it was really fun to think about all those things because sometimes
you are so focused on now and the future that you don’t take time to reflect and think
back to what it was that made you who you are.
Although it had been over 25 years since most of the participants attended dental hygiene school,
they easily recalled the nature of what it was like to be a student. Most (not all) of the
participants experienced a “punitive, boot-camp” learning environment where fear was a
significant felt-emotion. For example, Fran recalled:
We were held to the letter “t” and if you stepped out of the line…There was an
overwhelming threat of being put in front of a board or being dismissed from the
program. I do remember that as being a constant fear.
Christine stated of her student experience:
We were afraid of faculty and that is what drove us as opposed to learning. We were
more afraid to not do something correct or not know something or not be prepared. It was
not an environment to flourish, as far as making mistakes or growing, without penalty.
Ellen struggled with a sense of belonging when she said, “You just never felt like they really
wanted you here, like you deserved to be here.” It was also evident that participants were highly
motivated to avoid similar negative experiences for their students. Isabel noted:
I want them to feel that I am nonthreatening. They do not have to be afraid to ask me
something, because there are instructors, you know, students have told me and I have
experienced, they wouldn’t ask questions because they were afraid of their reaction. I
don’t ever want them to feel that way because I was one of those students that was really
nervous and in a situation like that I couldn’t learn like that because I was scared all the
time. I was nervous and I needed someone…someone more nurturing.
Janet remembered how she felt as a student by recalling:
I was just so scared that I just made mistakes just because I was so nervous, and I don’t
want that. I don’t want them to feel that way with me and sometimes I am not as hard on
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them as I should be—that is my biggest fault, I know that’s my biggest fault.
Ann described her evolution as an instructor as she sought to reconcile her experiences as a
student with how she would be as a teacher:
When I first started teaching I was militant, like [name]. And then I learned over the
years that this is not the best approach, it’s just not. You have to hold them accountable,
but they don’t have to be afraid of you.
Ann further spoke about her early days as an instructor and how she struggled to fit in. Although
she had upward of 20 years of private practice experience, teaching was brand new. So she
observed the actions of her peers as she purposed in her mind the kind of instructor she would
be. Coming from (as a student) and being in (as an instructor) a strict learning culture, she
wrestled with the thought that “Maybe there doesn’t have to be a mean one.” Ann spoke of how
she only intended to teach a year or two, but ended up staying and eventually, over the years,
gaining the respect of the more seasoned instructors. When asked how she gained their respect
she spoke about staying true to herself and how she just could not be something that she was not.
She said, “I think they respected me in that I didn’t back down from who I was.” Shaped by her
experiences as a student several years ago, Karla described one instructor this way:
There was one who really tried to make you squirm; it was horrible. It was a natural way
for her and I think she enjoyed it and that’s too bad. It was tough, really a tough thing. I
thought, “I am not going to be like that, it is not a way to learn, it doesn’t work.” No one
really wants to be around you and they don’t learn anything.
The reader will later recognize several themes emerging from the desire of Karla and others to
change the clinical learning environment as a result of their negative experiences as students.
When Christine was asked what it was like to be a student in her program, she swiftly responded:
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There was a strong divide among faculty, predominately in their teaching methods. They
were strong clinically, but I did not feel it was an open learning environment where
mistakes were valued. It was more like you were afraid.
As Christine spoke I recognized a tension in that she did not want to devalue her instructors
because they were strong clinicians. The participants frequently expressed that possessing strong
clinical skills is an essential part of being an effective clinical instructor. Even though they did
not favor the teaching methods of the more rigid and strict instructors, they spoke of their value,
as noted in Fran’s comment:
When I look back I was lucky to learn under and from and be involved in participating in
their philosophy of things—it’s always good to have a variety. I was influenced by being
held to a higher standard, a higher standard of everything.
Isabel stated that “Even though instructors were tough—kind of in a militant in a way, I have to
tell you that I learned a lot.” Fran said of one tough instructor, “She was neat and always
particular. I really feel like I learned a lot from her. I became more confident with her giving me
feedback.” Fran went on to explain that it meant more to her to receive positive feedback from
this particular tough instructor because of her high standards.
As noted earlier in this section, not all participants experienced strict learning
environments. Beth notes of her program, “It was not stressful; I loved them all. I never felt they
were going to look at me like I was stupid or that they were going to mark something off like
something we just went over.” Beth was the only participant to have this response when asked
what it was like to be in her respective program.
Participants’ Role Models
The participants referenced positive role models of what it meant to be a dental educator
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regardless of the overall nature of the program culture. Culture was referenced earlier and was
defined by Illeris (2004a) as “informal matters, the unwritten laws, the tone and spirit that
prevails” (p. 169). I recorded in my field notes how easy it was for them to remember and
describe their role models, both positive and negative. I inferred that educators can have a
powerful impact on their students, even years after graduation. Participants spoke of their desire
to emulate their role models and described themselves with similar attributes. Gerry reflected this
when she said:
She [participant’s role model] always made me feel so comfortable and that’s one of the
things I strive to be. I want them to feel like they can come and ask me something and not
be thinking in the back of their head, “What is she going to say about me?”
Fran spoke of her role model as having “intuition” and “being able to predict what was going on
with her and her patient during a clinical session.” Ellen noted of her role model, “She was
positive, professional, very approachable, and always had the right words to be encouraging.”
Viewing her instructor as “the stopping point of knowledge” Fran commented, “When she would
give you a compliment you knew it was really something.” Karla spoke of her role model as
“happy and comfortable with who she was.” Fran noted that her role model had a “positive level
of fear and being pushed” and “she had everything that you would desire in a clinician. I felt she
was just that.”
Ann noted, “She would phrase things in a way not to embarrass you in front of a patient.”
Laura spoke of her role model’s passion: “She loved what she did and I think that’s what stuck
out for me the most for me was her passion.” Laura expands on her memory of a positive role
model:
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She brought everything together as far as making difficult situations or skills that were
not easy to do, including the patient—she kept everybody in mind. She always
complimented you as a student, also complimented the patient for doing well. I find
myself trying to do that as well as an instructor—when the student is doing a good job as
the same time the patient has been an excellent patient. I tell both of them that it does
take everybody working together and I don’t know … I felt like she had that desire and
compassion for both the students and the patients.
Participants also provided a clear picture of someone they did not want to emulate. Role models
having a negative influence lacked personal connection. Ellen noted, “I don’t ever remember
having a personal conversation with her. She was very aloof. You just never felt like she really
wanted you here … like you deserve to be here.” Ann stated of the negative role models:
They weren’t really engaged in helping you or the patient. It was more about them. They
made you feel like they knew a lot more that you did, not so much that they were there to
share the knowledge with you. One in particular was big on negative nonverbal
communication. She would roll her eyes and walk away.
Perspectives of “Then and Now”
As their stories unfolded many of the participants found themselves comparing today’s
students and current methods of teaching to how it was when they were a student. Such contrasts
are included in this narrative in an effort to provide the reader general insights into the
participants’ values and beliefs about dental hygiene education.
All but one of the participants completed the dental hygiene program of study over 25
years ago. These participants referenced differences with both contemporary students and
contemporary clinical instruction. They did so by comparing both generations of students. Karla
spoke of how the learning environment has shifted away from a more formal approach:
I was a little more hesitant to ask questions because you looked at your instructors as
authoritative. Today it’s not as formal as when I went to school. I looked at my
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instructors as if they were not human—they were just way up there. I had a lot of respect
for them.
Janet presented her view of contemporary students in that they are more apt to challenge their
instructors. Furthermore, her opinion is that today’s students need more affirmation in their
learning:
My generation, you know, I would never think of going up and arguing with an instructor
about a question. I might go up and say “I didn’t quite get this” but I would never
challenge my instructor. They need to be told “This is what you did good today.”
Students need to be stroked; they need to be told what was good and back then they
would only tell us what we did wrong.
Ellen commented:
They just had different attitudes to teaching back then and I think back then it was more
“You do what I say” and not so much collaboration between … because now I feel like
it’s a collaboration between the student and the instructor and their patient, trying to get
the best treatment for the patient. Then I don’t think it was a collaboration—it was “This
is what you do,” you do it and just learn how to do it.
The statements, “You went from A to B with a straight line. You didn’t use different avenues to
get there” summarized many of the participants’ views of what clinical education was like “back
then.” Fran added this description in contrasting today’s world of dental hygiene school with past
years:
It’s changed so much—we are constantly interacting with them, we are not sitting in a
corner having an hour-long conversation until someone raises their hand and says “I need
you.” That’s what it was then—it was not interactive at all. I didn’t feel there was a lot of
guidance. There is a lot more instructor engagement than there was when I was in school.
Karla remembered,
When I was a student I had to figure out for myself—what it looked like to be out in
private practice—where I feel like now we try to work with the students more. So they
are a little more prepared.
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Participant Views of their Role as Clinical Instructor
The reader may recall SI as the theoretical basis for this study, where the construct of self
is thought to be the sum of two components: The “Me” is seen as the object of self-reflection and
the “I” is the reflector (Mead, 1934). Leading participants to reflect and verbalize how they see
themselves (including through the eyes of their students) provides the reader with an opportunity
to consider the possible relationship between the construct of self and the instructors’ viewpoints
of humanistic pedagogy.
Beyond teaching students clinical skills involved in the practice of dental hygiene,
participants described their role as cheerleader and coach with a touch of mothering. For Diane,
coaching involved “enabling students to succeed.” Diane spoke of a student with low selfesteem: “I made a sign for her and put it in her unit. It said ‘I can do this’ because she needed to
see that over and over again.” When describing her role as cheerleader, Diane presented the
notion that students should be “celebrated.” She said, “I think sometimes we get pushing,
pushing, pushing—we don’t get time to celebrate the good things. I try [to] recognize the good
things—we celebrate, ‘Yay, good for you!’” Laura stated, “I want them to be successful—I am
your biggest cheerleader.” Similarly, Gerry spoke of praising her student:
I told her she should feel accomplished, especially seeing the before and after; she really
saw the difference she made and was so happy about it. It’s not just about getting the
requirements done, it’s about actually feeling good about the work you provided.
Laura noted of her role:
I do have a bit of parenting in me in that I treat them not like little kids but as if they are
family. You are with them for two years; it is so hard not to have connections with them
… not to have some emotional connection. Definitely, I think, if you don’t have that and
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you distance yourself, I think that interferes with your ability to reach the student and to
have them be successful.
Karla had a student who was petrified of needles. Prior to teaching her local anesthetic course
Karla met with the student every week in an effort to help her overcome her fear. Providing local
anesthetic for patients is a necessary skill for graduating hygienists. The student’s success in this
component of the program was crucial. Karla spoke of her student in overcoming her fear, “It
was such a huge milestone for her, big time. I understood that fear and was able to remove some
of the stress by breaking it down into smaller steps over a longer period of time.” She went on to
explain:
I just was very complimentary the whole time and continuously making her aware that I
will be here the whole time with her. If you want me to hold your hand when you put the
needle in initially, I will do that, whatever it takes. She was so proud of herself and I was
really proud of her, too.
When asked how students would describe them as a clinical instructor they thoughtfully
responded in a humble manner. The instructors were quick to offer a view of their role models,
but found it less comfortable as they described themselves. They responded with “Well, that’s a
tough one,” “God, I don’t know,” or jokingly, “Why don’t you ask one of them [students]?” Ann
stated, “I’m easygoing and fair and I think they would say I have a calming effect.” Beth
responded by saying:
I am approachable and easygoing, but not a pushover. I think I’m pretty realistic; I make
them learn. I am always complimentary of the students. I believe everybody learns when
you’re positive. I don’t think people learn when you’re yelling or making them feel bad.
Diane noted students would describe her as “very knowledgeable, a good instructor with a
relaxed style of instruction.” When asked what students would say about her as an instructor,
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Fran responded, “helpful, respectful, knowledgeable, patient, caring, approachable, and
respectful.” Ellen said her students often tell her:
“You stay with us and you make sure we know it and you make sure that we figure it out
and you don’t just tell us something to do and then leave.” I think that was important for
me as a student; you know, show me, make sure I know it before you leave me.
Ann believed her students would say that she is “fair, easygoing, and inspires confidence through
a calming effect.” She was uncertain as to why they would describe her as calming, although
several students have told her that this characteristic is what they like about her. Christine
described herself as “compassionate, fair, and respected for working in private practice.” When
asked what it looks like to be respected for working in private practice, she said the connections
she makes with students by bringing in stories (what she called “case of the week”) deepen
students’ understanding of concepts and practices and also strengthen students’ confidence in her
level of expertise. Karla expressed the desire to “come across that I am human and not a dental
hygienist god.” Being one of the veteran instructors whose generation saw their instructors as
unreachable, Karla spoke of how students would describe her as approachable. The interviews
took a dynamic turn in that participants began to connect with how their past experiences as
students connect with the way in which they teach as well as with instructional tactics that they
avoid.
As noted earlier in this chapter, findings were organized into three major constructs:
empathic understanding, thoughtfulness and tact, and pedagogical influence. Three tables (one
for each construct) are embedded as a display summarizing how the humanistic paradigm is
situated within the clinical dental hygiene setting. Here the reader will find each major construct
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with themes, definitions, and examples found within the data. Table 2 presents a consolidated
view of the themes, definitions, and participant examples summarizing the first construct:
empathic understanding.
Construct 1: Empathic Understanding
Rogers (1975) defined empathic understanding as a “way of being with another person;
entering the world of another” (p. 4). He presented this idea in the context in which the facilitator
of learning (in this case the instructor) is being genuine and real, not putting on any front. With
this notion in mind the teacher is thought to be fully present. He suggested that “when a person
finds himself [sic] sensitively and accurately understood, he develops a set of growth-promoting
or therapeutic attitudes toward himself” (Rogers, 1975, p. 8). Rogers purported that a person
taking an “empathic stance” can be a “powerful force for change and growth” in others (Rogers,
1975, p. 9). This idea of empathetic understanding is aligned with findings of my study.
Theme: Showing Empathy toward Students
Empathy was reflected through the instructors’ actions of putting themselves in the shoes
of their students as they recalled with clarity what it was like to have similar days. The key
assertion for this theme is: Showing empathy can be a powerful tool in helping students through
difficult tasks. As students recognize the humanness of their instructors they are affirmed in their
weaknesses and perhaps motivated toward the same success.
Karla spoke of how being enthusiastic in completing difficult tasks can be helpful. The
scenario she gave involved a patient with a long list of medications. This situation can be a
daunting task for students, as they are required to look up each medication and record its
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Table 2
The Construct of Empathic Understanding
CONSTRUCT 1: Empathic Understanding
The “way of being” with another person; entering the world of another (Rogers, 1975, p. 4).
THEMES
DEFINITIONS
EXAMPLES
1. Showing empathy
toward the student

Remembering what it was like
to be a student and putting
themselves in students’ shoes.

2. Prizing learners as
imperfect human beings

Valuing mistakes; allowing the
learner to feel accepted, valued
and cared for.

3. Communicating value
and respect toward the
student

Making students feel valued and
showing respect to the student
through a careful choice of
words.

4. Teaching how to be
caring

Teaching students with varying
levels of natural caring to
display genuine care for their
patients.

5. Managing student
emotions

Recognizing, validating,
valuing, and teaching students
how to manage emotions.

Knowing the best way to handle
a situation comes from being a
student, I remember having
those same exact days.
I tell students I want you to
make mistakes and if you don’t
make mistakes I am going to
make you make mistakes.
Making mistakes means that you
are learning.
I kind of figured out –and you
see how students respond-you
have to be observant and I
notice that you will get better
responses if you are more
respectful and in a more positive
way -- you can still give critical
feedback but you can do it in a
way to not make them feel like
they are dumb.
Students learn this by us
teaching students to care about
not just a patient’s health,
getting to know the patient and
finding a way to make a
connection with them.
I think the biggest thing is
modeling. I usually don’t have
to tell them that you need to be
nicer. You have to show them -they have to see it.
The biggest thing is to validate
what they are feeling. Don’t tell
them they shouldn’t be feeling
this way. It’s not that you got
knocked down, it’s how you get
back up. Trying to hold it in is
too much and giving them
permission to let it out.
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contraindications and/or implications for the oral environment (all while the patient is waiting).
Karla noted that she truly loves this aspect of treating the patient. In this light, she conveys to the
students, “’You know what, it was hard for me to do this at first, too. Let’s figure this out!’ They
are like, ‘Wow, okay.’” She spoke of how this positive attitude often takes students by surprise.
She believes students might in turn think to themselves, “If she is so excited about this task
maybe I could feel this way, too.”
As seasoned instructors, Karla and others found it useful to express their own
experiences with nervousness, anxiety, and trepidation as a student. As Laura expressed, “I tell
them, I was nervous and I forced myself. I was nervous just like you.” When treating a
challenging special needs patient, Janet told her student:
On the outside I can appear in a situation calm and collected, but on the inside I’m like oh
my gosh. That’s what I try to tell students, is that you have to stay calm because the
minute you start to get agitated or upset with the patient and the patient sees that then the
situation is no longer in your control.
In addition to assuring students that they too have experienced the same level of emotion in
clinical learning, the participant instructors sought to see the situation through the students’ eyes.
For example, Gerry put it like this:
I try to be laid-back and understanding when it comes to a student’s personal life because
I try to think back, if it was me what would I have done if I was a student for this
situation. That’s the kind of instructor I am. I am keeping myself in their shoes. I try to
think what I would do and put myself in their shoes and try to understand why they did
what they did. That way I can kind of relate back to them and say, “I understand why you
did this but this is how you should have done it.”
Janet expressed the need to be sensitive to student learning, especially in the clinical setting. She
said, “You have to be flexible and you have to be patient—they are so delicate, they are scared to
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death, and I think sometimes as instructors we have to remember that.” Ann punctuated this
remark with, “I think students feel like they’re all alone. And I tell them you’re not—you are not
alone, it is not just you—having that comfort part.”
Karla spoke of how she put a student at ease through being empathetic with how the
student was feeling about a difficult patient.
I might say to them, I would challenge you if you did not have any feeling toward the
patient or how you handled a certain situation because we all get patients like that. I’ve
been practicing for 30-some years and I still say, “How am I going to do this?” I am still
learning things today. I don’t have all the answers—so I try and let them know that I am
human and I am still learning. I tell them I might know a bit more than you right now but
you will be there too.
Theme: Prizing the Learner as an Imperfect Human
Rogers (1980) believed that prizing the learner involves an attitude where mistakes are
valued. Here, the teacher is concerned that the student feels accepted, valued, and cared for
(Rogers, 1980). He furthermore posited that this is an “operational expression of his or her
essential confidence and trust in the capacity of the human organism” (Rogers, 1980, p. 272).
The key assertion for this theme is: Mistakes are valued as an essential component to learning in
the clinical setting. Isabel stated, “Sometimes they make mistakes and sometimes they don’t, but
it is through the mistakes they are learning. That’s what you use for them to learn.” Fran
presented a story of two students who, through a series of missteps, possibly caused the usage of
a contaminated syringe at an off-campus clinical site. Utilization of a contaminated syringe could
cause the transmission of an infectious disease.
Fran noted that the scenario without all of the details could have warranted a course
failure, but Fran chose to use it as a teachable moment leading the students “to see the bigger
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picture.” She also was sensitive to the needs of the students in that they felt cared for; while
handing them a box of tissues she thought, “Neither one of them are going to sleep if they don’t
have the chance to debrief.” Fran walked through the dilemma with the students and they were
able to come up with modifications in order to avoid future mishaps. “I modeled it to them that
things like this happen. You are going to make errors, yes.”
Fran similarly explained, “I tell students, I want you to make mistakes and if you don’t
make mistakes I am going to make you make mistakes. Making mistakes means that you are
learning.” Karla’s perspective on the value of mistakes was reflected through this account:
You have to help them work through their mistakes. You are there to help them
understand why they missed something or whatever has happened. Clinic can be
stressful, but I still love it. The main thing is you learn from your mistakes and you
understand it and you are going to move forward and that’s the most important thing.
This is a learning process and students need to be reminded that making mistakes is a part
of that process.
Christine expressed her belief that varying achievement levels should be recognized through this
statement:
I feel like it’s like elementary school where everyone is going to catch up eventually. Its
time and experience that make you stronger. There are some students that start off with
the gift and others that are not naturally as good of a clinician.
Christine further explained the importance of recognizing this belief so that favoritism is not
indicated when students are present with varying levels of clinical skill. Her view is that they all
will graduate with a level of competence on which to grow as practitioners.
Oftentimes students struggle with being able to see things any other way than how the
textbook presents them. Laura spoke of helping students to see the limitations of trying to be
perfect in the light of “preparing them for what is to come” when she explained:
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I think a lot of time students live in such a black-and-white world. I tell them here you are
in this box and I will tell them I am here to punch holes in your box and I am going to
help you come out of the box. That is what we are trying to do is to get out of the box, so
I am just going to punch some holes because I eventually want you to get out of this box.
Laura explained how she strives to prepare students for the imperfect nature of treating unique
and diverse patients by challenging them to consider possibilities outside of the perfect blackand-white scenario.
In valuing student imperfection, Diane noted the importance of “allowing students to
flounder a bit—they have to struggle in order to problem-solve something.” Christine said, “I
always feel like … having a negative kind of attitude—well, that’s great because you have so
much room to see them grow.” Welcoming the challenge of winning over a student, Ellen noted,
“Just like I love to turn a patient around in the office, where they are scared or skeptical, I love
that with the student too.” Participant instructors cited several contexts in which students can be
fearful or skeptical, ranging from their clinical abilities to their attitudes of social justice (serving
in settings outside of the school clinic). They spoke of gently guiding or moving students out of
their comfort zone, especially those who simply want to learn a new skill without entertaining
the thought they can offer a unique contribution to the profession. Participants anticipated
varying inherent values and beliefs in their students. They also acknowledged a degree of
patience and fortitude as they responded.
Theme: Communicating Value and Respect
The key assertion for this theme is: A humanistic teaching environment includes one
where the student feels valued and respected. Participants accomplished this goal through a
thoughtful consideration or sensitivity of how something was communicated. For example,
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Laura explained:
Instead of just telling the student what they are doing wrong, there is a way to tell them
instead of just saying “you’re wrong” and making them feel like they are 2 inches high
and really deflating them. You tell them something positive, what they’re doing right,
then give them their critical feedback in a respectful way and then follow up with
identifying something that they’re doing well again. In a way it kind of comes full circle;
[if] you want people to respect you and to have a good relationship with you more, then
you need to extend that same courtesy. If you don’t have respect or show respect it is not
going to come back to you. Why should students have respect for you if you cannot
extend it to them?
Beth spoke of how “students need to feel secure and if you have someone barking at you, they
won’t feel secure. I think treating someone like you would like to be treated is important.”
Ellen brought up how she learned to communicate with students in a positive way:
I learned to frame things with great kindness and with encouragement. Even though you
may say something in a strong way, you know, I think looking at a student and not just
saying it and walking away abruptly—staying there and making sure that they understood
and that they are okay with whatever happened that day. I think as faculty we all try and
be really supportive and not putting students down or putting them in a place where they
don’t feel hope, that they can’t get better.
Showing respect for the student in front of the patient was a recurring theme. A majority of the
participants spoke of removing the student from their patient when giving criticism. Ann spoke
of herself as “Being sensitive to how the student is made to feel in front of the patient, because I
am human too.” Ann further explained when she stated:
I always call the students away from the situation, especially when a family member is a
patient. Sometimes there is a cultural aspect. In the Indian culture if someone tells you
your child does something wrong you are going to tell them five more times the amount
of things they do wrong.
The participant instructors all agreed that teaching in the clinical setting requires patience. They
spoke of how each day is different as varying patient scenarios present themselves. This
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perspective was framed in what the participants loved most about their job as clinical instructor.
In this light, Fran spoke of showing self-control with her speech when difficult clinical situations
arise:
Instead of saying something that I really will regret I will just stop talking—I just won’t
say anything because I know whatever’s going to come out of my mouth is not going to
be respectful to someone and I don’t want that to happen. I will wait till later.
She laughingly said that her students worry when she is quiet, as they know her style all too well.
Ann brought up an important virtue she learned as a basis for the words she uses when relating to
students:
My mother taught me that how you make someone feel is important. She would say,
“Now how is that person going to feel if you say it that way to them?” You may not
remember what people say to you, but you will always remember how they made you
feel or how you feel about yourself.
Ann expressed how this topic has “got her thinking” about how and why we act the way we do
as clinical instructors.
Theme: Teaching Students to be Caring
The theme of how instructors teach students to be caring emerged from the data. The key
assertion for this theme is: Clinical instructors can teach students to be caring by modeling care
for both them and their patients. Participants acknowledged a varying degree of natural caring
attitudes possessed by a student, even though one might assume a high degree of caring in those
choosing a caring profession. Some of the participants spoke of students who did not last in the
program because they chose dental hygiene as a career choice because of its earning potential.
We chuckled together in that caring is an essential component of the work because of the
difficult and sometimes unpleasant oral environment. When asked how we can affect students in
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regard to caring, Fran and Karla noted that they model it by caring for the student. For example,
if a student earns a poor grade in the classroom they will reach out to the student. Holly
mentioned pointing students in the right direction for resources concerning personal challenges
as she stated, “We want students to succeed.” Her philosophy is that if the student is accepted as
a dental hygiene student, the program instructors will do everything they can to help the student
succeed. Sometimes this support means utilizing resources outside of the program like
counseling, childcare, financial aid, or health services. Holly noted that it is important to know
what services are offered in the college and how to be an advocate for students in securing
needed support.
When Diane was asked how to teach students to be caring she said, “I think the biggest
thing is modeling. I usually don’t tell them that you need to be nicer. You have to show them;
they have to see it.” Fran punctuates the idea of modeling when she said, “I hope that any time I
am with students they see that I really care and that I am trying to do what is best for the patient.”
In response to how we teach caring, Janet stated, “Students learn this by us teaching students to
care not just about a patient’s health, getting to know the patient and finding a way to make a
connection with them.” She further explained that when she sits with the student and patient she
will often talk to them about things outside of their oral health. She noted that this helps
demonstrate how to build rapport with the patient. On the topic of caring Gerry enthusiastically
expressed:
You didn’t go through all of this just for a paycheck. You go through this because you
want to change somebody’s life. You want to make them [students] care, to make them
realize people who don’t have access to care are coming to you for the first time, like
with a mindset that their parents had dentures and so will they—but you have an
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opportunity to teach them to think about their options and change their mind. At the end
of the day you are going to be like, wow, at least I gave them hope. I think they just think
“I am here to learn how to do it [the skill]” but it’s only just a small part about it. I can
learn how to paint but if I’m not really passionate about it—about what I’m painting—it
will show in the work, in the painting. It’s not going to look as good as if it was made
with passion.
When working with a student regarding a seemingly undesirable patient, Beth guided her student
by asking her to suspend judgement:
We don’t know what someone’s circumstances are. This is someone’s mother,
somebody’s sister; if this was my mother how would I want her to be treated? Think
about it; would you really want to go to the dental office with dirty clothes? Would you
choose that? And so I always flip it around and try to get students to think of them like
that.
Gerry had a similar comment to a student, “It’s about knowing how to still care about the
treatment you are giving them and separating that from how you personally feel about that
person.” Gerry challenges her students to consider how it is their professional duty to treat
patients with the best possible care even though they may not like them. When asked how you
think we teach caring, Fran stated:
I think it comes from the standpoint of the patient. You have to show students how to
make connections with patients. It’s not just about what teeth needed to be cleaned—not
just a mouth sitting there. I think noticing things about the patient makes it go past just
their health. You can get as good as an education just talking to people [as] you can from
school.
The patient plays a central role in teaching students to be caring, more effectively than textbook
scenarios. Instructors have a unique vantage point in that they can demonstrate the act of caring
by connecting with patients and encouraging students to view the patient as a whole person.
Theme: Managing Student Emotions
The participant stories dealing with emotion mainly revolved around some type of
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frustration or anxiety for the student. Student emotion was generally expressed with tears. In a
few instances participants recognized anxiety or stress through body language or behavior like
talking fast and “firing away with questions.” Some of the data presented positive emotions such
as excitement and joy, when a particularly difficult task was accomplished. The key assertion for
this theme is: Emotion is not negative, something to avoid, rather valued as a necessary
component in clinical learning. For example, Laura told a student, “I would think it was wrong if
you didn’t feel emotion. I would think you didn’t care.” In this case she worked with the student
to go below the surface of emotional expression. She determined the student was upset about a
lack of performance in a particular clinical skill. Students often hold themselves to a high
standard, one that is out of proportion to their abilities, and they need to be reminded that they
are learning piece by piece. Being frustrated at not being able to master a skill in patient
treatment is accepted, as it provides evidence that the student cares about providing good care.
Participants believed it was important to validate feelings and teach students how to
manage emotions. Isabel noted, “The biggest thing is to validate what they are feeling. Don’t tell
them they shouldn’t be feeling this way.” Diane told her student:
You are crying because it shows how passionate you are. It’s not that you got knocked
down, it’s how you get back up. I think trying to hold the emotion in is too much. You
have to give [yourself] permission to let it out.
Gerry provided a scenario where a student was crying over the frustration that her patient did not
show up for the clinical session. She said:
And I am telling the student, you know, it’s going to be okay. I’m like, I know it’s
frustrating and it makes you upset and of course you feel like you’re going to cry and you
are crying. But you have to remember those tears are a release for you—you’re getting
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that frustration out, but after you are done crying you have to think, okay, how am I going
to approach this differently?
A clinical evaluation involves a specific skill or task that is directly observed and graded by an
instructor. During the student’s pre-clinical course work evaluations may be performed on a
manikin. Students then progress to learning skills on student-partners and eventually demonstrate
mastery on non-student patients. Gerry provided an example of how she managed a situation
where a student was crying over a failed evaluation on a public patient. Gerry told the student:
It is how you approach your feelings—yes, you can cry and be angry but after you get it
out you need to figure out how to turn it back to positive because being worried like that
is going to just put more stress [on you] and have more negative outcomes. I think if you
just let them step away to release whatever frustration they are feeling they can re-collect
and come back and focus more on how they’re going to do something different rather
than having them stay in their mind frame—being frantic and holding it in.
Karla summarized her perspective concerning the emotional state of students in this way:
Teaching in a human way means, you have to take the individual student—I think you
have to take their emotional mind at that time—it depends on how you approach them,
like I might approach student A completely different than student B because student B is
having a really rough day. It’s not just about whether they can hold an instrument
correctly, it’s the ten things that happened the day prior to that. If they come into the
clinical session frustrated you have to handle them differently than a student that is fresh,
ready to learn, and doesn’t have anything emotional going on.
Isabel punctuated this sentiment when she said, “To me their emotional state is more important
than telling her everything that went wrong.” Gerry spoke of students having emotional days:
You are going to have that in the real world. If you’re working for a doctor that is a little
touchy one day and you are having a bad day you have to be able to step away and collect
yourself because you are going to run into that where you have frustrating days and you
have to choose how you are going to deal with it.
Participants also noted positive expression of emotions. Gerry gave an example of a student who
spontaneously hugged her in excitement over successful completion of a skill evaluation and, as
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noted in Christine’s story later in the chapter, her student went from a downcast view of serving
in a public health setting outside of the clinic to that of total transformation sparked by the
emotional satisfaction of seeing the completion of care for the underserved. As a clinical
instructor, I have witnessed firsthand the full spectrum of emotion in students. As noted in the
literature review, experiences laden with emotion are the most memorable for the student and
instructor (Baumeister et al., 2007; Branch et al., 2001). Positive learning experiences often are
the result of overcoming an emotional challenge. For example, a student might be anxious about
treating a special needs patient. Once they see the results of their efforts, the learning event
becomes more meaningful.
Table 3 presents a consolidated view of the themes, definitions, and participant examples
summarizing construct two: thoughtfulness and tact.
Construct 2: Thoughtfulness and Tact
This section presents the emerging themes found within the construct of thoughtfulness
and tact, defined by van Manen (1991) as an active intentional consciousness of thoughtful
human interaction; being sensitive to the uniqueness of the situation. Van Manen (1991) believed
that “Pedagogy itself is a mode of life that always and by definition deals with practical action.”
He referred to the pedagogical practice of knowing and acting as pedagogical thoughtfulness and
tact (van Manen, 1991). The first theme, titled tacit knowing-in-action, includes “reading
students.” The second theme, socialization as a clinical instructor, provides the reader a potential
way for understanding how thoughtfulness and tact were construed by the participants.
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Table 3
The Construct of Thoughtfulness and Tact with Supporting Themes
CONSTRUCT 2: Thoughtfulness and Tact
An active intentional consciousness of thoughtful human interaction; being sensitive to the
uniqueness of the situation (van Manen, 1991). Thoughtfulness=being sensitive/intuitive to the
learning event Tact=confidence as guiding student through the learning event.
THEMES
1. Tacit knowing-inaction/Reading students

DEFINITIONS

EXAMPLES

Our knowing is ordinarily tacit,
implicit in our patterns of action
and in our feel for the stuff with
which we are dealing. Knowing
is in our action (Schon, 1983).

Referring to having difficulty
putting into words what it means
to teach in a human way as
unconscious competent.
Bringing more things into the
picture and maybe it’s when you
are not really planning on
spending much time on that, but
then it could turn into a whole
other layer of learning.

A teacher in close contact with
students implies that the
teacher’s actions are governed
by tactful sensitivity (van
Manen, 1991).

There are times to back away
and times to stay close.
For one it might be okay to
address an issue during patient
treatment and others after. She
was the type of student that
would have fallen apart-she
would have continued to make
another error on top of another
and it would’ve snowballed into
not being able to complete that
patient treatment so I chose not
at the particular time to stop and
talk.
2. Socialization as a
clinical instructor

Growing and developing as an
instructor; a process that allows
for shared meaning and
understanding among instructors

I remember being a part-time
instructor myself and being
mentored. She held a high
standard for her colleagues. I
would almost just kind of hang
on to the things she would say
or the things that she would do
and I would watch her in clinic.
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Theme: Tacit Knowing-in-Action
Participants did not name the inability to put words to their actions as tacit knowing-inaction, I interpreted it to be such. For this theme and key assertion, I borrowed from the literature
in that “Tacit knowledge is highly personal, making it hard to formalize: It is best communicated
through experience” (Desouza, 2003, pp. 85-86). Fran said of her early practice as a clinical
instructor, “I was very confident with my skills, you know having the background, but holy cow
to turn around and be able to talk someone through exactly what they need to do is another
story.” Many of the participants spoke of finding it difficult to put into words (for the student)
the skills they were performing. This difficulty also was evident in the second interview when I
asked them to provide a scenario that reflects teaching in a human way. Several of the
participants paused in that they rarely put into words how they naturally teach. Ann even called it
being an “unconscious competent.” Participant stories of teaching in a human way are presented
later in this chapter.
Tact as defined by van Manen (1991) is having the confidence to guide a student through
the learning event. Janet suggested, “There are times to back away and times to stay close. I can
just sense when students need a little space to process.” Similarly, Fran replied when asked how
she chooses her course of action in correcting students:
For one it might be okay to address an issue during patient treatment and others after. She
was the type of student that would have fallen apart—she would have continued to make
another error on top of another and it would’ve snowballed into not being able to
complete that patient treatment. So, I chose not at the particular time to stop and talk.
Fran spoke of being sensitive to teachable moments: “Sometimes it’s just bringing more things
into the picture and maybe it’s when you are not really planning on spending much time on that,
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but then it could turn into a whole other layer of learning.” This coincides with a statement made
by Karla, “I get them to think about it, to critically think a bit” that echoed the sentiment of the
participant group as they spoke of guiding students by asking questions; giving them space to
process; and not just “correcting and telling students what to do.”
When Janet was asked where her confidence came from in determining the best way to
handle teaching situations she stated, “It comes from being a student; I remember having those
same exact days.” This intrigued me, as this statement came from a veteran hygienist who had
attended dental hygiene school over 40 years ago. She could not explain why this remembrance
was still fresh in her mind. Ann expressed that connecting with students comes “with years of
practicing as a hygienist.” She further explained how she has learned a great deal from
interacting with different types of people over her long career. She noted that these career
interactions and her life-experiences (such as motherhood) have helped her as she interacts with
students. Beth spoke of helping students to recognize the bigger picture as she recalled her
actions in the clinic:
They get so focused on this or that, things become very rote. And I tell them to slow
down and think about each patient. You are here to teach your patients and I tell them
you have many other things (that you can suggest as an oral hygiene aid) than just the
basics.
Gerry replied when asked how she responds to students:
I just think teaching in a humanistic way as being able to relate yourself to the situation.
That way you can then put yourself there to know what they are going through and how
you would approach it. Would you approach it the same or different? What exactly would
you do differently? So that way you can let the student know and give them your advice
and let them know how you would feel about it. So that way—and especially if they are
conflicted [about] why they are feeling that way—I might say, “You know, it’s okay. I
would feel that way too”—that’s exactly what I would be thinking.
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In response to, where does your capacity to teach in a human way come from? Ann replied:
I don’t know if it’s personality type or if it’s through some experiences with life or the
dental profession—dealing with patients, and what type of patient base we have. It could
be a combination of all these things. It’s probably who we really are.
Fran responded similarly when asked where the confidence came from in making various
decisions with students in the clinical setting: “From all life experiences, from private practice,
from being a mom, from being an educator—it all comes together.” Christine spoke of sensing
when students are ready to work independently:
Trying to get them to be more self-directed, that’s hard. Of course you want to help them
as much as you can, but it’s the same as raising children, you are helping them as they
transition—giving them the skills they need. I think you have to be able to read your
students because some are ready before others. Some need a little bit more guidance
before I start pushing them to be independent.
Theme: Socialization as Educator
Socialization of a professional is thought to be a continuous process, a learning process,
and a social process (Bragg, 1976). In taking on new professional roles participants sought to
continually learn behaviors acceptable to teaching dental hygiene students. Data emerging from
the study pertaining to the growth and development of instructors were organized in the theme of
socialization, a process that allows for shared meanings and understandings among individuals.
A more formal definition of professional socialization is provided by Bragg (1976):
“Professional socialization is a process by which individuals acquire the specialized knowledge;
skills; attitudes; values, norms; and interests needed to perform their roles acceptably” (p. 14).
The key assertion found in this theme is: learning how to teach is a personal journey that
includes a social process.
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A majority of the participants fell into the role as clinical instructor through unplanned
circumstances and therefore were somewhat surprised about what the position entailed. Karla
said, “I didn’t realize all that happened behind the scenes. I thought, wow, this is so much more
involved.” Janet described her struggle as, “I wasn’t as good at the minutiae, the tiny details of
technique.” Ellen said of her first experience teaching, “Coming from private practice, you are so
patient focused—I had to backtrack and think about the students’ needs, as well.” She further
explained, “I think that is the challenge of it, being able to teach something that you know, like a
skill. When you learn how to transfer your knowledge base and help students get to that place,
that’s the part I love.”
When Ann first began as a clinical instructor she was a veteran private practice hygienist.
She was put “right into the fire” of learning how to be an educator. She held true to her beliefs of
what student interaction should look like. Ann noted, “How can students learn when their hands
are shaking?” She further explained:
It wasn’t comfortable there for those first few years, but I allowed me to be more myself.
I thought we were supposed to be cookie-cutter instructors. Eventually the other
instructors learned to respect me.
Fran recalled being a new instructor:
I remember being a part-time instructor myself and being mentored. She [Fran’s mentor]
held a high standard for her colleagues. I would almost just kind of hang on to the things
she would say or the things that she would do and I would watch her in clinic. I felt like
the skill was natural for me, but the verbiage was not. Because the skill is so natural,
telling someone or verbalizing it became the difficult part. I work at constantly getting
better at teaching. I have grown to where I don’t think there’s any situation [in which] I
cannot help a student.
Diane spoke of her socialization into clinical dental hygiene as the following:

88
I went through practice and I realized there were things that were changing, things that
came up that I didn’t know about, and I didn’t want to be a person who didn’t know. So
maybe I patterned myself with what I do in teaching with what I did as I was going
through the development in my practice.
Karla spoke of her development as an instructor:
At first I was just terrified. I couldn’t say anything, like, that is wrong; stop it. I think
with any job you become more comfortable with it and the more knowledgeable you
become and you figure out what things work and don’t work. I [was] a completely
different instructor than I am now. I have more confidence in teaching and talking.
Ann stated, “I am always learning from other faculty. I may not agree with them, but it’s
good to get a different perspective and viewpoint.” Isabel spoke of her growth as a clinical
instructor as “dynamic”; when asked about her style of teaching she said, “I think it’s constantly
changing. I’ve been here for over 10 years and I think that I am constantly evolving and
constantly changing because students are changing.”
Christine spoke of how she had to reconcile her teaching methodologies with those of her
peers: “I felt like my teaching methodologies didn’t fit at all, and so I thought, what’s the right
way?” Christine spoke of how her socialization as a dental educator evolved through her
graduate experience in adult and higher education. While traveling to Brazil she was exposed to
adult educators who shared her philosophy of teaching with a commitment to social justice. She
noted, “I felt like we spoke the same language even though we didn’t.”
Table 4 presents a consolidated view of the themes, definitions, and participant examples
summarizing the third construct: pedagogical influence.
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Table 4
The Construct of Pedagogical Influence and Supporting Themes

CONSTRUCT 3: Pedagogical Influence
Something that is communicated among people who are present to each other (Van Manen, 1991).
“Pedagogy is a fascination with the growth of the other.”

THEMES
1. “Being” a professional

SUB-THEME
Coaching students to
self-assess as a
professional

2.

Storytelling

SUB-THEMES OF
STORYTELLING
Personal life experiences

Private practice scenarios

(Continued on the following page)

DEFINITIONS

EXAMPLES

What it means to be, and not just I think your demeanor and how
act or look like a professional.
you speak to the patient that you
have a professional way about
you and you are very careful
about the words you choose.
DEFINITION
Question self, assess practice,
and strive to provide the highest
standard of care.

Stories that stimulate learning
about oneself and others.

DEFINITIONS

EXAMPLE
I will say to them, think of me
on your shoulders. In the end
you should be able to say I did
what is best for my patients.
These are the kind of phrases
that I can instill and the rest is
up to them.
I feel like our stories are how we
help other people -- that’s who I
am and it makes you who you
are and why you react to things
the way you do.
EXAMPLES

Stories that foster personal
connections with students.

After sharing a personal tragedy,
this participant told students: I
understand hard things and if
you get to a place in this
program where something is
going on I can be a good
listener.

Sharing real-life private practice
scenarios with students in an
effort to help them make links
between theory and practical
application.

I think my value to this program
is the fact that I work every day
in private practice and so when I
am talking to students I can say,
oh my gosh, this just happened
and then I can tell them the
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(Table 4 continued)

story, and then we can talk
about that, talk about treatment.

Messages for “When a
hygienist”

Communicating things students
will be faced with as a
practitioner.

I am like, in the office things
like this are going to happen and
you are going to have somebody
pop in that is a deep scale and
you weren’t expecting that. This
happens and you have to learn
how to be more flexible.

Teaching in a human way

Stories from the participants that
reflect what it means to them to
teach in a human way.

One participant replied that
teaching in a human way
revolved around affirming
students. She stated, I say to
them everything you need is
here in your head. You don’t
even realize how much your
knowledge has grown, you are
so prepared.

Construct 3: Pedagogical Influence
In working through the data I wrestled to construct a phrase that would capture the
essence of the themes presented in this section. The words communication, message, and
influence were clearly illuminated in the process of data analysis. Adding to my thought
progression was an examination of an analytical memo where I wrote:
The participants view their time with students as short—like having children—you only
have so much time to influence them. They seem to be captivated with having students
absorb the many aspects of dental hygiene, like what it means to be a professional, the
skill of ongoing self-assessment, and what it will be like when they are in the field. Even
when presenting stories that reflect what it means to teach in a human way, they did so
with the distinct point of delivering some type of message. Participants have a kind of
longing for students to experience the same fulfillment in their future careers. They view
their role as clinical instructors as a unique opportunity to influence future professionals
for the good of the profession.

91
The notion of pedagogy as described earlier in the literature review is of the Greek pedagogue
who takes the hand of the young boy, leading him to school. The reader may recall van Manen’s
(1991) definition of pedagogy as a fascination with the growth of another, something that is
communicated among people who are present to each other. Borrowing from van Manen’s
(1991) philosophy and combining it with an interpretation of the participants’ responses, and the
spirit in which they were voiced, led me to settle on the title of this final construct—namely,
pedagogical influence.
The first theme revolved around what the participant wanted to tell, teach, or impart to
the student about what it looks like to be a professional and included the sub-theme, importance
of self-assessment. The second theme revolved around the way in which the participants
communicated, namely through the informal use of telling stories. Storytelling was broken down
into the following sub-themes: personal life experiences, private practice scenarios, “when a
hygienist,” and teaching in a human way.
Theme: Being a Professional
Many of the participants came from programs where impeccable appearance was the
benchmark for being professional or (at minimum) the standard by which students were
scrutinized as professionals. Ann provided a summary through her recollection:
I remember the type of shoes—they had to be tied with the knot going this way. They
were very rigid on appearance: your hair had to be tucked in, we had to wear skirts to
school—we couldn’t wear pants. We were told we were the cream of the crop.
The key assertion for this theme is: Professionalism is being and thinking as a professional, not
just one’s physical appearance or behavior. Fran held the belief, “I feel like with any profession,
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when you’re a good professional yourself you are going to be a good educator.” This statement
was contrary to some of the comments made that not all private practice clinicians can teach.
However, I believe Fran was offering this notion in the context of the duty or role in
demonstrating to students what it means to be a professional. Gerry viewed being a professional
as part of her identity: “It’s not just a living, but who I am.” Her enthusiasm for the profession
was evident throughout both interviews. It was undeniable that the professional aspects of dental
hygiene have become a part of her identity.
Janet held a similar interpretation:
I just feel like this profession saved my life, I mean saved me and gave me a passion for
what I do and gave me amazing coworkers that have become lifetime friends and I just
want students to see that this profession can change your life. That’s what I want them to
get from me is that this is a profession to be proud of. Being a professional means that
you can help people and use your skills that not everyone has. I just think it’s a gift to be
used.
In affirming her student in becoming a professional, Gerry stated:
I told her that graduation day she’s going to cry and that she will think about all those
tears—all that frustration that got you to this point. You are going to be a licensed
professional and you know what, the tears are going to be worth it.
When asked in what ways instructors teach professionalism, participants spoke of being an
example of how to be professional. Diane suggested, “I think the only way they learn this is how
we model it.” Karla said, “I think your demeanor and how you speak to the patient—that you
have a professional way about you and you are very careful about the words you choose.” Laura
responded:
I think when we make mistakes, because there are times when you don’t say the right
thing or do the right thing. I think for me what I can do well is, if I have made a mistake I
am not too proud to admit it—I will say I messed up. I will apologize—I don’t have a
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problem with that. I think that is part of being a professional that you know if you do
mess up, you have accountability. I think that it is important to demonstrate this.
We were talking about how in the context students sometimes feel frustrated when instructors
present different techniques or ways to handle patient situations. Gerry related this to students
becoming professionals:
Sometimes it’s hard because students just want it black and white, but they learn to take
what one instructor might do and say, hey, it’s going to work in this situation or maybe
they will change it a little and add their own aspect. I think it’s really just part of
becoming, like, figuring out how you’re going to be a professional.
Fran spoke of how she models what it means to be professional through her interactions with
other practitioners. She expressed:
I want the student to see how I speak to and relate to the dentist when I am in clinic. It is
important for students to see this because they will be having this type of interaction,
relationship, with a dentist every day.
Beth spoke about how she loved to watch “students transform into professionals,” noting that she
would often think to herself about an incoming student, “How did they get into this program?”
In reference to being a professional, Christine said:
One of the pieces I try to drive home to them is no matter what you have going on in your
personal life, when you get to work you check that at the door. That patient is looking to
you.
Ann spoke of how students should be treated as a professional when they first walk in the door as
a dental hygiene student because “we are teaching students to be professional. Students deserve
to be spoken to like a professional, not just like ‘you’re just a student.’” In the light of
professionalism participants reflected a strong desire for students to understand that being a
professional includes the skill of self-assessment.
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Sub-Theme: Self-Assessment
The sub-theme of self-assessment surfaced in the context of what it means to be a true
professional. The key assertion for this sub-theme is: Self-assessment is the ability to question
self, assess practice, and provide the highest standard of care upon graduation—that is, once
removed from the tutelage of instructors.
Diane summed it up like this:
We are trying to create hygienists that understand that when they walk out the door they
don’t necessarily know everything they need to know forever and so I guess asking those
questions and setting goals [during school] are a way of making assessments of
themselves. I think this is what we need to do.
Christine related this message to her students:
I will say to them, think of me on your shoulders. In the end you should be able to say, “I
did what is best for my patients.” These are the kind of phrases that I can instill and the
rest is up to them.
Gerry echoed this to her students, as well:
I am not going to be standing beside you in private practice. You are not going to go to
the dentist when you are in private practice and ask if this is good enough. I say you have
to learn to self-evaluate.
As we were having a discussion on teaching the skill of self-assessment, Ellen acknowledged
this challenge when she said:
But how do you graduate students who continue to get better when they get out? You
know, sometimes there are hygienists who just do the minimum and will never think
about if they are doing things correctly or not when no one’s checking them. You have to
learn to hold yourself to a high standard when you get out and it has to be a personal
decision.
Gerry spoke about how she learned the value of self-assessing when first out in private practice
thorough this story:
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I remember the first time when I saw calculus [tartar/hardened plaque] on an x-ray that I
had missed and I was mortified. My gosh, you think it is the end of the world, and I
thought, man, I thought I was better than that, and you start to think, okay, what did I do
wrong, and you start evaluating yourself.
Christine summarized her view of self-assessment as:
You have an obligation to the patient. I put the ownership on that and when they come up
and give me their skill evaluation I always ask them, “How do you think you did? How
do you feel?” And it helps me to see where they’re at. It helps them say, “I did better than
I thought” and I help them realize that it’s not about passing the skills test, it’s about
really becoming a stronger clinician and passing your own tests every day because you’re
going to be presented every day with choices.
Isabel spoke about cautioning students in avoiding the “routine of private practice.” She noted:
You’re always teaching them to be critical thinkers and imparting to them the idea of
upholding the highest standard of care for their patients, especially when they go out into
private practice where no one is watching them. It’s easy to get lazy—we talk a lot about
the best for every patient instead of just falling into a routine.
Theme: Storytelling
Participants told stories within four contexts, or sub-themes: personal life experiences,
private practice scenarios, stories of “when a hygienist,” and expressing what it means to teach in
a human way. Storytelling is a formal teaching strategy; however, I noted in my field notes that
participants told stories in the natural sense. They did not cite it as a planned strategy. The key
assertion for this theme is: Storytelling cultivates empathy and sharing professional experiences
allows students to vicariously benefit from the practices of the professional dental hygienist.
Sub-Theme: Sharing Stories of Personal Life Experiences
Fran said, “I find myself telling my story when I advise students—immersing myself in
the same position as them.” For Janet, telling her personal story helped her students to “see that
there can be someone practicing for 25 years and still love it. In fact, if I had to choose I would
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choose clinical practice over being an educator.” Ellen noted, “I feel like our stories are how we
help other people—that’s who I am and it makes you who you are and why you react to things
the way you do.” Ellen shared her story on the loss of her husband in an effort to demonstrate to
her students that “I understand hard things and if you get to a place in this program where
something is going on I can be a good listener.” Ellen believed that “you have to share, for other
people to share with you.” Ellen told me of a student who came right into her office after she
shared the story about the death of her husband. The student said, “I’m really glad you told me
that story today because I lost my wife.” Ellen would have never known that. She speaks of
herself as “relational, so I like to know who you are and what makes you tick.”
Conversely, other participants presented a more cautious view in becoming personal with
students. Ann said, “Sometimes students try and manipulate you by telling you about their
personal lives” and Karla noted, “It’s a fine line—hearing the personal stories of students—much
of the time I realize that I am not qualified to handle the things that students go through.”
Sharing similar sentiments, I was able to share our program policy in that we walk a student in
distress or otherwise having personal difficulties to the counseling office where someone
uniquely qualified can assist them. This communicates caring for the student without assuming a
role for which we are not trained.
Sub-Theme: Sharing Private Practice Stories
Telling stories of patients in the private practice setting was predominate among the
participants, particularly when discussing circumstances students will face as practitioners.
Christine valued storytelling, as noted in the way she learns: “If you tell me a story about how
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this applies I can remember versus just technique itself.” Christine illustrated this point further
when she stated:
I tell them that in the teaching environment it may seem like it’s perfect, but I can tell you
in private practice you’re going to have to figure out a way to make things work.
You have to look at the big picture… can I do more harm or more harm than good? You
have to find that nugget where you can make it work.
Janet spoke of bringing real-life stories into her clinical instruction:
My value to this program is the fact that I work every day in private practice and so
when I am talking to students I can say, oh my gosh, this just happened and then I can tell
them the story, and then we can talk about that, talk about treatment.
Christine brought a private practice story into her classroom every week. She called them the
“case of the week” and believed students find these “real moments” valuable as they make
connections to their future position as dental hygienists. Beth spoke about encouraging students
to embrace treating the elderly when they become a hygienist:
Our population is aging and we are going to see them more and more in our operatory
and I want students to know how interesting they are. I tell students they are young
people in this wrinkled skin. They have so many experiences—they have personalities—
we tend to look at them and go…I encourage students to just sit down and talk with them.
Sub-Theme: Stories of “When a hygienist …”
Many of the participant stories revolved around the theme of getting students to look
ahead by sharing things they may encounter in the future, when a hygienist. Karla made this
clear in the statement, “When you are in private practice you shouldn’t come across like
everyone is waiting on you because this will not fly in an office. Sometimes we have to address
these types of attitudes in students.” In this particular story the student asked her instructor to
fetch some needed gauze, and while Karla sees herself as approachable and helpful, that request
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crossed a line of what she deemed acceptable. In the dental office the hygienist is sometimes
viewed as a Prima Donna: one who values themselves over others. Oftentimes this viewpoint is
reflected through an inability to take direction or be a good team member. Several of the
participant instructors noted this type of hygienist as a current and unfortunate reality in the
profession and seemed determined that their students would not fill this role. Holly resonated
with this thought:
This is where you learn to be part of a team. If they learn how to be a good team member
they’re going to have a better relationship with the whole team out in private practice.
There [are] going to be people on the team they don’t like but they still have to help
them. Not being a team player can get you fired.
Participants were also intent on having students understand that school is the perfect training
ground for their future professional role. Gerry similarly expressed this notion:
When you get out into practice you will be like, oh, okay, I had patients like this and you
will be able to apply certain things because you have had the time to do that in school.
But if you’re not prepared, it’s going to be the same way. You will have a patient that
presents you with things that you might be lost about explaining.
During our interview Christine said:
And I am trying to explain to my students, just today, what I am teaching is one size fits
no one! Every patient is going to walk in and they are going to have anxiety. They are
going to come from a different background and that is what I love about dental hygiene,
every patient that walks through that door is going to be different. You are going to learn
how to tweak and create your own script that you’re confident enough that your audience
could be anyone whether they are 4, 40, or 90, you have to find that mojo.
Speaking of the school experience, Isabel noted, “The more you can be exposed to different
philosophies, that just makes you a better rounded hygienist.” This was in light of students
wanting black-and-white expectations from instructors. From the program point of view having
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instructors with varying areas of expertise and emphasis is valued; however, for the student this
often causes frustration. Beth’s comment concurs with this thought:
I tell them if you work in several different offices in your career you are going to have
several different bosses and several different expectations. So you have to learn what
your instructor that you’re working with is going to require from you.
Christine spoke of encouraging students to embrace the cohort model of learning as a way of
succeeding. She said:
This becomes your family. That’s what we talk about and I tell students, “you know
what? I am still in touch with my classmates. You’re going to go through this work
together that no one at home is going to understand. This becomes your support group
and becomes your new family lasting well past graduation.”
Christine also spoke of how she encourages students to think about their future as a hygienist:
What’s going to be different about you? We talk about how you make an impact that
matches your personality to make a positive impact and I don’t know what that is and you
have to figure that out—what are your strengths. You will find a position that suits your
personality—every practice needs a specific type of hygienist.
Sub-Theme: Teaching in a Human Way
This section consists of stories from participants when asked to provide a scenario that
reflects teaching in a human way. I was seeking to reveal the essence of what teaching in a
human way looks like to the participants and therefore did not provide a definition. Participants
needed some reassurance in that they were on the “right” path with their story; as one participant
noted, is there any other way to teach? Janet recalled a story about a student who was treating a
patient with dementia:
The student pushed back from the unit and said “I can’t do this” and it scared her; she
thought “I just can’t do this.” I just got on my knees beside the operatory chair and took
the patient’s hands, laid the chair back and just got really close to his face and started
talking softly and calming him down and he did calm down and then I brought the
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student back in to finish the treatment. I hope that anytime I am with students they see
that I really care and that I am trying to do what is best for the patient.
Fran provided a scenario that revolved around a student having an exposure incident with a
contaminated instrument. The protocol requires a visit to the health center in order to be tested
for infectious disease. In this case the health center on campus was closed and the young student
was faced with going to the emergency room. Fran said, “I could not fathom the student going
through this themselves—I was thinking as a mother.” The participant drove the student to the
emergency room where along the way she turned the experience into a teachable moment. This
participant was not even in clinic at the time, but still felt the “right thing to do” was to go with
the student. Fran was confident this was the only option. She also mentioned this as an
opportunity to model for this student what “the right and proper thing to do” was. To her,
teaching in a human way included a “level of calmness and empathy; I put myself in her shoes.”
Ellen situated teaching in a human way in a context where she was dealing with a hard
situation versus one “when things are going great—where you are cheering students on.” In this
particular situation the student was performing poorly in clinic. The participant prepared for the
meeting with the student by reviewing instructor feedback and the student’s status. She was also
disciplined in having the student speak first, as an important step “in getting to the heart of the
issue.” Ellen mentioned that oftentimes her perspective needs correction after hearing from the
student. Having the student speak first afforded the student an opportunity to verbalize and
perhaps internalize the issue at hand. During this situation Ellen was also mindful of the
student’s feelings—striking a balance in that they “understand the brevity of what is going on but
not making them feel like a failure or they can’t do it or that they are a bad person.” An
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additional human component as noted by Ellen was leading the student to take “ownership” for
her learning and lack of performance. In this case, taking ownership included learning the skill of
self-assessing and practicing one’s skills during each patient appointment, not just when being
observed by an instructor.
When Christine was asked about teaching in a human way she replied, “It involves two
things for me: telling stories about patients and creating experiences for students.” Christine
provides a unique clinical opportunity for the students in a public health setting. She summarized
these experiences in this way, “I always benefit more than patients do and I want to share this
with my students and I think they learn by full immersion and they also get to learn how much
they know.” To Christine, teaching in a human way revolved around affirming students. She
stated, “I say to them, ‘Everything you need is here in your head. You don’t even realize how
much your knowledge has grown, you are so prepared.’” Christine prepared the student for
outreach events by telling them stories about the type of patient they would encounter. She
challenged their assumptions by telling them, “You might have an idea in your head of what a
homeless person looks like but a lot of our patients might be people just like you and me.”
Christine challenged students to spread the word about an event where people could receive free
dental care. She spoke of a student who brought her family member who hadn’t received care in
several years; he also was in recovery from substance abuse. This particular student was
reluctant to attend the public health event and the participant welcomed the challenge of
convincing the student to not only attend the event, but of helping the student broaden her future
identity as a hygienist. She noted:
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I watched her transcend. I think it was just a light switch for her that I am helping people
and it isn’t just about making money. I watched her go from being fragile, like “I don’t
want to be here,” to coming back the next three days without being asked, saying “How
can I contribute?” I believe this student will be a hygienist who makes a difference and I
feel like it was because of this experience.
Summary
The findings presented in this chapter were done so with the following notion as written
by Wolcott (1994):
When you emphasize description, you want your reader to see what you saw. When you
emphasize analysis, you want your reader to know what you know. When you emphasize
interpretation, you want your reader to understand what you think you yourself have
understood. In different ratios, for different purposes, we try to accomplish all three (p.
412).
Thorne (2008) suggested that findings do not emerge from the data on their own. In this study,
findings were a result of engaging the “human mind” (Thorne, 2008, p. 155). This chapter
displayed the findings through my interpretation in an effort to set the stage for the chapter to
follow. My desire is to guide readers in their interactions with these findings, and to consider
their connections to existing literature and the theoretical bases for this study.

CHAPTER 5
DISCUSSION, SUGGESTIONS FOR FURTHER RESEARCH,
AND IMPLICATIONS FOR PRACTICE
This study explored humanistic pedagogy in addressing the central question, “In what
ways do dental hygiene instructors situate the humanistic paradigm in the clinical setting?”
Analysis and interpretation of instructors’ perceptions suggest that instructors situate humanistic
pedagogy in the constructs of empathic understanding, thoughtfulness and tact, and pedagogical
influence. This discussion section seeks to make sense of the findings through “thoughtful
examination, reflection, and reinterpretation within the context of what else is known about the
phenomenon” of humanistic pedagogy (Thorne, 2008, p. 193). In carrying out this exercise, I
reflected on “take-home messages that represent the essence” of the findings from this study
(Thorne, 2008, p. 195). The following prompt guided my thought: What is it that I know now,
having done this study, that I did not know in the same way when I began this inquiry? This
question will be addressed within the three constructs used to structure the findings: empathic
understanding, thoughtfulness and tact, and pedagogical influence. Based on my analysis and
interpretation of these findings, a new conceptual framework for this study is presented at the
end of the discussion section. The central and supporting research questions are provided here
for the reader in an effort to call to mind the focus of this study. In what ways do dental hygiene
instructors situate the humanistic paradigm in the clinical setting?
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1) In what ways do instructors’ experiences as students, dental hygiene professionals,
and educators reflect in their views of humanistic pedagogy?
2) In what ways do instructors view, describe, and characterize their role as dental
hygiene instructors?
3) In what ways are thoughtfulness and tact constructed by instructors?
4) In what ways do instructors describe the way in which they teach?
5) In what ways do instructors describe the essence of teaching in a human way?
Empathic Understanding
Rogers (1975, p. 3) deepened the meaning of empathic understanding by describing it as
a dynamic process, rather than simply a “state of empathy.” Those who are secure in themselves
possess it, and as Rogers (1975) wrote, “being empathic is a complex demanding, strong yet
subtle and gentle way of being” (p. 3). Simple interactions undergirded with empathy can have a
profound impact. Aligning the current study to what we know about showing empathy is that it
“dissolves alienation” (Rogers, 1975, p. 151). I interpreted participant stories of empathic
understanding to be motivated by not wanting students to feel isolated or alone as they developed
new skills in the clinical setting. Rogers (1980) believed that true empathy is free from
evaluative qualities. Although evaluation and critique are central to clinical instruction, one
might consider avoiding a sense of personal judgment toward the student. Instructors in the
current study struggled with students who found it difficult to view criticism any other way. In
our discussions, we chalked this up to human nature (and might specify what aspect of human
nature).
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Students learning in the clinical environment often experience stress as they are faced
with learning new skills, including managing the complex nature of patient treatment (Haden et
al., 2003). Participants’ experiences with student stress manifested itself through the students’
emotional outlet of crying, body language, and rapid speech. Participants also explained that
students exhibited positive emotions of expressing gratitude (with a hug) and observable attitude
changes. Illeris (2004a) suggested that the psychodynamic component of learning is influenced
by the emotional situation at hand. Should emotional expression by students be avoided? As a
clinical instructor, I often perceived student expression of emotion to be an interruption to the
tasks at hand. However, Illeris (2004a) suggested that the cognitive and the emotional side work
together to complete the picture of a learning situation (p. 9). Illeris (2004a) described the
emotional dimension of learning in the context of “recovering” mental balance where we “use
and adjust our feelings.” He further suggested that this process leads to “our ability to react
emotionally, with empathy and nuances” (p. 94). Participants in the current study were faced
with emotional situations in which they not only validated the student’s feelings, but focused on
developing the ability to manage emotion in a productive manner.
Empathic understanding “includes communicating your sensing of his/her world as you
look with fresh and un-frightened eyes at elements of which the individual is fearful” (Rogers,
1975, p. 3). Here, the act of empathy involves taking what the student sees as fearsome and
giving it a new perspective, thereby helping the student in moving forward with confidence.
Instructors in the current study embraced students as imperfect humans and valued emotion as a
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vehicle to teach them how to handle the manifestation of it (emotion), as well as helping them to
see it as part of their growing passion in a caring profession.
Collective experiences from the participants’ unique reference group as dental hygiene
students surfaced as they reflected on the culture of their respective programs (Blumer, 1998).
Culture is referenced by Illeris (2004a) as “informal matters, the unwritten laws, the tone and
spirit that prevails” (p. 169). A common thread shared between participants were features of, at
the minimum, an authoritarian learning environment. Some of the participants described their
program environment in military terms. Many contrasted today’s student with being a student
over twenty years ago as reflected in this statement: “That’s just the way it was back then.” Other
participants described being afraid to make mistakes or approach instructors with questions.
Regardless of their past experiences, empathic understanding was offered through the lens of
remembering what it was like to be a student. At the heart of showing empathy toward students
was sparing them the feelings of being demeaned, inadequate, or devalued.
Through his exploration of a “good” learning culture, Illeris (2004a) included this
description: “The learning environment must be characterized by warmth, care, security,
tolerance and emotional attachment. In this connection [referring to a good learning
environment] there is also an emphasis on genuineness, respect, frankness, mutual responsibility,
openness and listening to each other in mutual communication” (p. 171). Past studies found
personal connection between student and instructor in the clinical setting increases student
confidence and motivation for learning (Gillespie, 2005; Hanson & Smith, 1996). In this study
instructors described the importance of connecting with students through sharing personal life
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stories. They also related connection to caring. Teaching students to be caring can be modeled
during patient treatment through finding unique ways to connect with patients. Participants
believed strongly that students needed to learn that caring for patients encompasses more than
just cleaning the patients’ teeth. They described patient treatment as a broader context for
powerful learning, more so than any classroom.
My interpretation and analysis of the construct of empathic understanding brought to
light the notion of allowing for authenticity in learning. This finding is aligned with existing
literature. As Jarvis (2006) posited, learners must be permitted to be themselves, as learning is a
process of becoming a “real person” (p. 186). Rogers (1969) presented his views of experiential
learning as authenticity in learning. His principles of adult experiential learning are based on a
consideration of the whole person within the context of being taught (Jarvis, 2006). Rogers
(1975) added to the body of knowledge on experiential learning by emphasizing the relationship
between the learning process and the person. Chou et al. (2003) suggested a lack of authenticity
may restrict the teacher-student relationship and learning for students.
In this current study, valuing the student as a person was demonstrated through mutual
respect, careful use of words, and helping them to see the vital role of making mistakes in the
learning process. In avoiding making the student feel “dumb” or “2 feet tall” the instructors were
careful in their use of words as they provided critical feedback. A show of empathy was evident
as one of the participants told her student, “I want you to feel that it is okay to make mistakes…I
still make mistakes… even though I have been a hygienist for many years.” Participants shared
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Gadbury-Amyot’s (2016) view that mistakes should be “openly shared, discussed and accepted
as part of the learning experience” (p. 13).
Thoughtfulness and Tact
The participants identified with various roles, or as SI (Symbolic Interactionism, Blumer,
1998) suggests, multiple Me’s, namely: student, dental educator, professional hygienist, and
mother. This section will present possible ways in which participants constructed thoughtfulness
and tact through the interconnection of unique roles. In setting the stage for this discussion I
sought to re-examine the theory of SI in the light of having the confidence to act in the clinical
setting.
Blumer (1998) wrote, “The position of symbolic interactionism is that the ‘worlds’ that
exist for human beings and for their groups are composed of ‘objects’ and that these objects are
the product of symbolic interactionism” (p. 10). He further presented the idea that an object is
anything that can be “indicated or referred to” (Blumer, 1998, p. 11). Included in this perspective
is the notion that the self as an object surfaces through social interaction when a person sees
himself from the viewpoint of others. Blumer (1998) stated, “We form our objects of ourselves
through such a process of role-taking” (p. 13). In light of “self as an object,” participants were
asked how students would describe them as clinical instructors. In so doing, several roles
surfaced: cheerleader, coach, mother, and role model.
Participants spoke of celebrating student successes along the way by recognizing
milestones in their learning. The role of coaching manifested itself as the desire for students to
have the needed direction in their learning under the tutelage of an experienced clinician. Many
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of the participants spoke of their role in view of mothering; that is, nurturing, encouraging,
caring, and having sensitivity toward their self-image. The instructors spoke highly of personal
role models and sought to be similar guiding influences for their students. Desired attributes of
their role models included personal qualities such as compassion, intuition, and being
comfortable with who they were. Desired teaching qualities included knowledge,
approachability, and strong clinical skills.
Blumer (1998) used the representation of a stage to illustrate the way in which various
roles play out. He described the acting out of a role an individual takes as the play stage, whereas
the game stage is the place where an organized group sets itself in action. Blumer (1998)
provided us a picture of how we determine a course of action through a process of self-indication
and interpretation. Blumer (1998) presented the concept of self-indication this way: “It makes an
object of what it notes, gives it meaning, and uses the meaning as the basis for [directing] its
action” (p. 14). Participant instructors continually organized their actions based on how they
interpreted clinical situations between student, teacher, and patient. Blumer (1998) further
suggested that one’s capacity for self-indication sets a course of human action unique to that
individual. Here, the individual “handles his [sic] world and constructs his action” (Blumer,
1998, p. 15). As Blumer (1998) noted, we organize our actions based on our interpretations.
As instructors described new and varying situations within the clinical setting they
referenced unspoken rules of action that centered on upholding their fellow instructors no matter
the difference in interpretation of a situation. Most of the situations were in the context of
interacting and responding to a student issue; less were in reference to patient treatment. In either
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case, it was important for them to communicate to students that the instructors were a cohesive
group where teamwork was valued. Participant instructors had a deep desire for students to
understand that being a good team member will serve them well once out in the field of dentistry.
Unspoken rules of silence can be problematic in healthcare settings in that questionable or
improper practices are not addressed. This issue will be discussed later in this chapter when
implications for practice and future research are discussed. Other emergent rules of action
centered on the essential components of the student and instructor relationship, namely fairness,
respect, and approachability.
As van Manen (1991) noted, teachers in close contact with students will undoubtedly
require tactful sensitivities. The ability to read students was a major theme noted in the findings
of this study. It ranged from sensing anxiety and trepidation to knowing when to stay close or
back away. Subjective insights, intuitions, and hunches fall into the classification of tacit
knowledge (Desouza, 2003; Schon, 1983; Shim & Roth, 2007). When participants were asked
how they recognized the emotional state or readiness of the student they said things like “I just
knew she was the type of student that would have fallen apart.” One participant referred to
having the natural confidence to act as being an “unconscious competent,” fitting into Polanyi’s
(1967) notion that “we can know more than we can tell” (p. 4). Instructors’ pedagogical tact
stemmed from being intuitive to the possibility that a seemingly insignificant event “could turn
into a whole other layer of learning,” as stated by a participant. The instructor’s knowledge of
how to recognize and manage the emotional abilities of students stemmed from personal
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experience, rather than from training in this area. This issue will be discussed further in the
implications for practice section later in this chapter.
Van Manen (1991) provided us with the powerful description of pedagogy as a
fascination with the growth of another. The final construct, pedagogical influence, discusses the
way in which instructors demonstrated such an interest in the growth of their students.
Pedagogical Influence
The principle of pedagogy is something that is communicated among people who are
present to one another (van Manen, 1991). Despite differences in teaching styles among
instructors in the current study, all of them expressed great dedication to educating dental
hygiene students, especially in fostering positive connections to their future careers. Cangelosi
(2004) cautioned instructors to “consciously assess what words and actions are appropriate with
their students and then communicate them to the students in a caring manner” (p. 172).
Participants voiced that it was their responsibility to shape students’ growth as caring
professionals. In contrasting the benchmark for professionalism in the past, instructors spoke of
“being” a professional, not just having the appearance of one. The participants described this
phenomenon in terms of demeanor, “having a professional way about you,” and “through a
careful choice of words.”
The skill of self-assessment surfaced as an essential component in leading students to
become authentic professionals. Espeland and Shanta (2001) suggested that the process of
empowering students should be done with the motivation to grow them in autonomy and
accountability for professional growth. Questioning self, and continually assessing practice once
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out of the tutelage of instructors, was presented as a method to ensure providing the “gold
standard” of care. Telling stories of self-assessment was the predominant way this goal was
communicated. This approach was especially true for instructors who currently worked in private
practice in addition to holding teaching positions. Instructors believed that sharing real-world
private practice scenarios was critical for helping students link theory to application, although
storytelling was not presented as a formal teaching strategy by the participants. Storytelling as
an intentional teaching method will be discussed later in this chapter when implications for
practice and future research are addressed.
I desired to learn what humanistic pedagogy looks like from the perspective of the
participant instructors. So I asked them: “Can you tell me about a scenario that reflects teaching
in a human way?” As one might anticipate, their stories were found in the practical moments of
teaching. The reader may recall these stories were presented in Chapter 4. Participants described
teaching in a human way as the “human moments” of teaching. I interpreted these moments to be
situated in the construct of caring. Sorrell and Redmond (1997) suggested that teachers can
empower students through creating a caring place for learning. Participants were quick to point
out that students learn better when they feel secure.
Chou et al. (2003) cautioned us to question our assumptions as teachers, in that our
talking leads to learning. Their study of humanistic teaching revealed instructors who frequently
engaged students by thoughtfully considering how they best learn. In the current study
participants often spoke of considering each student’s unique learning temperament as they
crafted an appropriate response to clinical learning scenarios. Teaching in a human way, as
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presented by the participants, included the art of teaching as described by Schon’s (1987) work.
The practice of reflection-in-action is “central to the art by which practitioners sometimes deal
with situations of uncertainty, instability, uniqueness, and value conflict” (Schon, 1987, p. 50). In
the current study instructors were faced with such situations, whether it was teaching the human
dimension of caring; working through an ethical dilemma; having tough conversations regarding
poor student performance; affirming insecure students; or transforming a student’s attitude
toward providing treatment for the underserved.
A New Conceptual Framework
The final step in an examination, reflection, and reinterpretation of humanistic pedagogy
in the context of this study was crafting an enhanced version of the original conceptual
framework (Figure 2). I interpreted humanistic pedagogy through the perceptions of instructors
in the broadest sense to be a paradigm—that is, a group of ideas of how something should be
done or thought about. The reader may recall that SI (Symbolic Interactionism) provided a
distinct theoretical approach to exploring the human group of clinical dental hygiene instructors.
SI is based on the following tenets: human beings act toward things on the basis of the meanings
the things have for them; the meanings of such things derive from social interaction with one’s
peers; and meanings are managed through an interpretive process (Blumer, 1998).
What I found difficult in the process of creating the framework is that I not only wanted
to provide the reader with a visual organization of the findings, but I desired to reveal the
dynamic way in which socialization surfaced in the findings. This approach is why the reader
will see each of the socialization bubbles in one section of the model, but not visually attached
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to any one construct. In wrapping up this chapter, a brief explanation of how socialization is an
active component in the paradigm is provided.
Figure 2 finds the position of “socialization as student/program culture” in the area of
empathic understanding. As noted in the discussion, I interpreted the instructors’ actions to be
driven by remembering what it was like to be a student, in addition to the experiences within
their distinctive program culture. However, their socialization as a student also emerged in the
other two constructs: thoughtfulness and tact, and pedagogical influence. The participants
reflected back to when they were a student as they described the way in which they viewed their
current role as instructor. For example, one participant noted she finds herself being nurturing
because she was a student who needed nurturing. Confidence to act not only came from
socialization as dental educators, but through their unique experiences as students. Supporting
this finding were comments like, “My role model recognized the moving parts of a situation,”
“She seemed to always know exactly what was going on,” and, “I want students to see me like
that.” Figure 2 places “socialization as a professional” near the construct of pedagogical
influence. Instructor experiences as working dental hygienists were strongly manifested through
the ways in which they desired to influence future hygienists, and they also surfaced in
thoughtfulness and tact. Decision making in the clinical setting was enhanced by the participants’
ability to bring shared meanings of the profession into the picture. In setting a course of action
participants noted the use of tacit knowledge that comes from practicing dental hygiene.
Healthcare education has called for a shift in the view of how future professionals are educated.
Humanistic pedagogy as a paradigm (found in the conceptual framework, Figure 2) guides how
this thinking might occur. The framework is a work in progress, with several areas needing

116
further research. The following section presents ways in which the current study connects to
future research.
Future Research
Future studies on humanistic pedagogy may include approaching the topic through
different research methods. One might focus on the triangulation of data: for example, the
inclusion of observation and written reflective pieces of clinical instructors. Many dental hygiene
programs include daily written feedback forms whereby instructors provide comments
concerning a student’s clinical performance. Data analyzed for descriptors that reflect the human
components of teaching should be considered in future research in an effort to develop effective
written methods of feedback that support humanistic pedagogy. Observation could similarly
enhance the interview data by providing the researcher insight into what humanistic pedagogy
looks like. In what ways do instructors demonstrate a humanistic approach to teaching? In what
ways do students respond to this approach? Likewise, conducting a focus group of educators to
further discuss and develop key constructs to the phenomenon of humanistic pedagogy would
provide interpretations beyond the current study. In addition to exploring humanistic pedagogy
through different research methods, several emerging topics from the literature or current study
warrant further research.
One such topic is the professional socialization and training of clinical instructors. As the
participants noted, assumptions are made that private practice hygienists know how to verbalize,
demonstrate, and transfer their knowledge to students. However, dental hygiene instructors are
often hired without a background in education, and with less professional preparation in teaching
methodologies than other allied health fields (Cobban, Edgington, & Compton, 2007;
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Schönwetter et al., 2006). One avenue for further study may include the ways that tacit
knowledge is transferred from experienced dental hygiene instructors to novice dental hygiene
instructors. Although the literature on knowledge transfer between expert and novice workers is
broad and deep, studies focused on dental hygienists are missing from this strand of literature.
Other emergent themes from the current study are worthy of additional exploration.
Storytelling methods are based on the understanding that the knowledge guiding professional
practice is often tacit and difficult to articulate (Mattingly, 1991). Storytelling as a formal
technique has been explored in the medical field and much less from dental education. The
instructors in the current study naturally turned toward the use of stories in their interaction with
students. In relation to the field of nursing, Bowles (1995) concluded that “storytelling is an
accessible yet powerful tool which contextualizes and humanizes … knowledge, facilitating a
deeper understanding of self and others” (p. 365). More research is necessary in order to guide
practitioners in storytelling as an intentional teaching strategy that is directed toward achieving
learning outcomes in dental education. A critical review of the literature (including outside of
healthcare education) would provide the educator key components in the art of storytelling.
The emergent theme of self-assessment as a professional warrants further study. Research
examining the ways in which dental hygienists self-assess in private practice will provide
practical knowledge for educators in training future practitioners. Surveying professionals on
various ways they self-evaluate both in the clinical and general aspects of patient care would
provide useful data as educators seek to transfer the skill of self-assessment to students.
Dental hygiene programs benefit from the cohort model in that they have the opportunity
to impact students throughout their course of study. Not mentioned in the findings, but of

118
particular interest to me, is how the cohort model lends itself to the concept of humanistic
pedagogy. Although several studies have examined cohort models in the field of adult education,
the context of dental hygiene instruction is missing from this area of research. Questions remain
regarding how dental hygiene educators can capitalize on the cohort model as they work toward
cultivating a humanistic learning environment. This topic could be approached from both student
and instructor perspectives. Existing literature pertaining to communities of practice might be
very relevant to the conceptual framework for this line of research.
Implications for Practice
This current study offers healthcare professionals several practical implications for
creating humanistic learning environments for healthcare students. One such implication of the
study is its use in facilitating discussions regarding the paradigm shift toward humanistic
education in healthcare. The conceptual model provides a framework for reflection and
examination of current attitudes and actions regarding humanistic pedagogy in particular
contexts. What does it look like? How do instructors describe teaching in a human way? What
actions might be taken to enhance a humanistic program culture? As a leader in dental hygiene
education I see this discussion as a starting point on which to build based on the unique dental
hygiene program. From my experience each program has a unique culture and it is influenced by
institutional and program leadership. Therefore, program personnel and leadership will enter the
discussion surrounding humanistic pedagogy from different vantage points.
As noted in Chapter 1, the accrediting body for dentistry mandates a humanistic learning
environment (CODA, 2013). The constructs found in the conceptual model could be used as a
framework in the training of new clinical instructors, thereby providing a vehicle in which to
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provide evidence that standards are being met. Included in the standards are an emphasis on
training, implementation, and documentation. Any of the constructs in the conceptual model
could be highlighted during instructor training. For example, take “shaping students’ growth as
professionals.” Here, training could encompass the meaning of being a professional. What
evidence do we have that someone is a professional? How can we model professionalism in
everyday practice as instructors? Upon completion of the discussion, implementation/action
items could be documented and later revisited for further discussion. The accrediting body only
requires that a program show evidence of progress, not perfection. This notion should provide
individual programs the freedom to explore the paradigm of the humanistic paradigm in an open
manner.
Professional socialization as a dental educator surfaced as a core element in the
instructors’ capacity in bringing thoughtfulness and tact to the learning event. However, many of
the participants noted a lack of formal training in how to teach in the clinical setting. As
healthcare educators seek to provide a more humanistic approach to teaching, training
mechanisms central to the topic of teaching in a human way are implied for future practice.
Communities of practice offer a model for developing instructors in the clinical setting. Here, the
interlinkage or collective action of instructors, as presented by Blumer (1998), have the potential
to be reimagined in a practical way as like-minded professionals work toward a comprehensive
and consistent way of teaching.
The current study revealed a commonality in dealing with emotions as students learn in
the clinical setting. Participants’ knowledge of recognizing emotional cues and managing
emotions were limited to personal experience and therefore may present limitations in their
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instruction due to lack of training. The findings in the current study suggest that training
instructors in the emotional dimensions of learning is a realistic consideration in creating a
humanistic learning environment. Training could be two-fold. One aspect could be orienting
participants toward the notion of emotional intelligence as presented in this study. How does the
emotional capacity of students affect their mastery of communicating or handling the various
dilemmas that may be presented by a patient? The discussion could be centered on reading
Goleman’s (2006) work. The second aspect warrants experts in the field of counseling. College
campuses are equipped with individuals trained to handle students who are struggling.
Healthcare program administrators and faculty should be, at the minimum, knowledgeable about
services available to students through the college. Specific training for instructors in recognizing
emotional cues is critical, as students may present with emotional or personal struggles that
instructors are not equipped to manage.
An unspoken code of silence can be found in occupations across society, especially in
healthcare. Workers often turn to silence regarding improper care or improper behavior
(rudeness, hostility) of their peers. Denying inappropriate behavior or nondisclosure of
inadequate care stems from a fear of punishment, corrective action, or legal proceedings
(Grenny, 2009; Smith & Forster, 2000). Furthermore, silence can be both hurtful to the worker
and harmful to the patient (Grenny, 2009). Findings from the current study revealed that dental
hygiene instructors are faced with handling differences among instructors in dealing with
students and patients. These differences were identified in the findings as unspoken rules of
action. Although the current study does not address situations where improper care was the issue,
my experience tells me that such a case could occur. For example, instructors might be faced
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with a situation in which another instructor missed the removal of tartar deposits on a patient.
How do they handle this situation in front of the student? How do instructors ensure the patient
receives ethical care? It has been my experience that instructors protect the reputation of their
fellow instructors and simply insure that the tartar deposits are removed (the patient receives
optimal care). Discussions concerning unspoken rules of action may help to inform leaders as
they train educators to interact with students and fellow instructors, particularly when patient
care is also a factor. In an effort to guide training in this area, instructors could work together in
developing strategies by which to handle various clinical and student performance differences
among instructors.
Utilizing stories as a vehicle for helping students draw connections to their future role as
dental hygienists was presented in the findings section. I interpreted storytelling to be viewed by
instructors as a natural element, strengthening communication with students. This notion implies
consideration as a formal teaching strategy to be shared among dental educators. A critical
examination of the current literature regarding storytelling might provide a basis for this
discussion among healthcare educators.
As noted early in this study, self-assessment is a mandated skill to be taught in one’s
training as a dental hygienist. As a dental educator I am well informed of how we guide students
toward self-assessment through methods of self-reflection on a continual basis. The findings of
this study revealed that dental hygiene instructors value self-assessment as an important aspect of
providing the best possible patient care. This notion implies that educators should be modeling
self-assessment to their students, whether through sharing personal experiences in the workplace
or within the clinical course.
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The construct of caring was situated in the literature as part of the hidden curriculum in
the context of socializing students into the core values and positive behaviors of a health
professional (Allan et al., 2011; Bowling, 1993; Hanson & Smith, 1996). However, the literature
also revealed that the hidden curriculum may be viewed in a negative light where the instructor’s
social views may reflect a certain dominance and control thought to be hegemonic. Professions
such as dental hygiene are vulnerable to this notion, as those in teaching positions of power are
homogeneous in race and status; the majority are White females. Power struggles may also
manifest themselves in other ways: for example, between professional roles (dentist and dental
hygienist, doctor and nurse) and between teacher and student. This notion may provide leaders in
healthcare education a basis for discussion regarding the meaning and implications of the hidden
curriculum within their particular setting. Central questions for the discussion might be: What is
the hidden curriculum? How does the hidden curriculum potentially impact students in both
positive and negative ways? In what ways can we reduce the inherent power struggles that occur
due to race, class, gender, social status, and other areas of difference?
Final Thoughts
The construct of humanistic pedagogy as a paradigm presented in this study has
prompted me to reframe the way in which I view my role as a clinical instructor. As many of the
participants expressed, I too, seek to transfer the craft of dental hygiene to my students. In this
vein oftentimes the spirit or art of teaching is lost. The challenge I am making to myself is to
capitalize on the practical moments of teaching with the premise that a seemingly insignificant
learning event can be turned into a more significant (as one participant described it) layer of

123
learning. I also have become more reflective in terms of the power inherent in teaching,
recognizing that this power must be handled with care.
I have come to believe that humanistic pedagogy flows from the unique roles that
instructors assume as a result of their experiences as students, their developing socialization as
educators, and through their work as private practice hygienists. I am inspired by the reflective
and thoughtful nature in which the participants articulated their place in influencing professionals
in the field of dental hygiene. As a leader in the profession, I am challenged in finding ways to
support the professional socialization and training of experienced clinicians as they seek to
transfer their professional knowledge to students in a humanistic way.
Conducting research around this notion has kindled a desire to further explore a number
of unanswered questions resulting from this inquiry. Furthermore, qualitative study has nurtured
my role as a contributor to the field of allied health research in that the stories of human subjects
offer an irreplaceable narrative that quantitative data may not reflect. The stories of these
participants are compelling and are the backbone of a unique study. This study provides direction
for professionals in dental hygiene education and other allied health education areas who are
striving to educate and prepare students to treat individuals in a diverse society.
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Dear Colleague,
I invite you to participate in a study that will explore teaching dental hygiene students in a
“human way”, one in which students learn to understand themselves and others. The most
current accreditation standards reflect a trend towards a careful examination of how students are
taught in the clinical setting. Educators are being called to examine the nature of teaching
towards a more humanistic approach. I am interested in gathering instructor’s thoughts
concerning meaningful teaching experiences.
In order to provide a rich study I will be using a two-step interview process. Each interview will
last approximately 2 hours and will ideally be spread over a 7-10 day period. I will travel to your
location should you choose to participate.
There will be no right or wrong answers. The interview is simply meant to be a conversation
about your personal teaching experiences. Open-ended questions will be provided for you prior
to each interview.
The study has been approved by the Institutional Review Board at Northern Illinois University.
Your participation is completely voluntary. The interview will be digitally recorded and you are
welcome to a copy of the transcription. You may reply to this email, or phone me at (847)5144470. Please include telephone contact information and the best time to reach you.

Sincerely,
Mary Jacobs RDH, Ed.D. (c)
mjacobs@clcillinois.edu
(847) 514-4470
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Appendix B.
Informed Consent Form
I agree to participate in the research project titled Teaching in a Human Way through
Pedagogical Thoughtfulness and Tact: Reflections of Clinical Dental Hygiene Instructors
conducted by Mary Jacobs, a graduate student at Northern Illinois University. I have been
informed that the purpose of this study is to gain insight into humanistic teaching in clinical
dental hygiene.
I understand that my participation will include two face-to-face interviews lasting approximately
90 minutes long with Mary Jacobs within a 3-7 day period. I also understand that the interview
will be digitally recorded and transcribed by an external source. I am aware my participation is
voluntary and I may withdraw at any time without penalty or prejudice, and that if I have any
questions concerning this study, I may contact Mary Jacobs, 847-514-4470 or Gene Roth,
groth@niu.edu.
I understand that if I wish further information regarding my rights as a research subject, I may
contact the Office of Research Compliance at Northern Illinois University, 815-753-8524.
I understand that the intended benefits of this study include a greater understanding of the way in
which clinical dental hygiene instructors construct teaching in a human way. I understand that all
information gathered during this research will be kept confidential. The researcher will maintain
the results in a password protected computer. My name will not be recorded in any document
that would allow for identification of my responses to the interview questions.
I realize that Northern Illinois University does not provide for compensation for, nor does the
University carry insurance to cover injury or illness as a result of participation in University
sponsored research projects. I understand that my consent to participate in this project does not
constitute a waiver of any legal rights or redress I might have a result of my participation, and I
acknowledge that I have received a copy of this consent form.
Signature of subject

Date

______________________________________________________________________________
I consent for my interview to be audio taped and transcribed by an external source.
Signature of subject

Date

______________________________________________________________________________
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Interview Guide One
The numbered questions will be given to the participant a few days prior to the interview.
The lettered questions are possible sub-questions to guide the researcher.
Interview One:
1) How did you come to be a dental hygienist?
a. What circumstances influenced your decision to become a dental hygienist?
b. If a person is not noted, ask: Can you think of anyone who influenced your
decision?
c. Describe your expectations of becoming a dental hygienist?
i. Is there anything that surprised you about being a dental hygienist?
d. If the participant works in a private practice office, ask: tell me about the
office you work in.
i. Explore attributes of professional relationships as presented by the
participant.
ii. Explore any mention of roles the participant assumes in the
professional setting.
2) How would you describe what being a student in program X was like?
a. Can you describe the student group dynamics as you remember them?
b. Think back to your clinical instructors. Can you describe one you would
consider to be a role model of what it means to be a dental hygienist?
c. Can you think of any clinical instructors you did not want to be like?
3) How did you come to be a clinical instructor?
a. What circumstances influenced you to become an instructor?
b. Did anyone influence you to become an instructor?
c. What attracted you the most in becoming an instructor?
4) Walk me through a typical day as a clinical instructor at X institution.
a. What is the most challenging part of your day as a clinical instructor?
b. What is the most rewarding part of your day as a clinical instructor?
5) How would students describe you as an instructor? If this answer is brief I might ask:
a. What strengths would you students attribute to you as an instructor?
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Interview Guide Two
The numbered question will be given to the participant a few days prior to the interview. The
lettered questions are possible options for further exploration in response to what the participant
presents.
1) Think about your experiences in teaching dental hygiene students. Tell me about an
incident that stands out in your mind that reflects teaching in a human way?
a. Based on the participants scenario, further explore what their description is of
teaching in a human way, including the possible descriptors/components:
i. Any qualities the instructor brought to the learning event, for example
empathy, sensitivity, touch, light-heartedness, calmness, intuition.
Explore the participant’s descriptors by asking: what did showing X
look like?
ii. If the participant presents any descriptors regarding perceived emotion
on behalf of the student, patient or themselves (including stress, fear,
anxiety, excitement), explore their perceptions concerning the role of
emotion in the particular learning scenario by asking how they
recognized the emotion.
iii. Explore the view of the participant regarding the influence of the
patient. Did the instructor utilize the patient to incorporate,
demonstrate, or carry-out teaching in a human way?
iv. Explore how the instructor determined their course of action? What is
from past experience with students, personal experience as a dental
hygienist, or role as human-being?
b. What do you think the student learned about themselves in the scenario
provided?
c. What do you think the student learned about others?

